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eo-Synephrine hydrochloride, a well tolerated, reliable vaso- 
constrictor and mydriatic, is available in various concentrations and 
several forms for a variety of ophthalmic indications. 


Congestive conjunctivitis: %% solution. 


For rapid relief of itching, smarting and excessive tearing 
due to physical or chemical irritants or allergy. 


Refraction, ophthalmoscopy: 2.5% solution. 
For prompt and short acting mydriasis virtually free from cycloplegia. 


Preoperative Use: 2.5% solution and 10% solution (plain or viscous). 


For short acting powerful mydriatic effect, applied 30 to 60 
minutes before surgery. 


Uveitis, posterior synechiae: 10% solution (plain or viscous) 
and 10% emulsion. 


For freeing recently formed posterior synechiae 
as well as for prevention of synechiae 
formation in uveitis (with atropine). 


Glaucoma (certain cases and tests): 
10% solution (plain or viscous), 
10% emulsion and 2.5% solution. 


For the provocative test for angle 


block as well as for the shadow test. 


NEW YORK 18, N. Y. WINDSOR, ONT. 
Neo-Synephrine, wedemark reg. U.S. & Canad, brand of phenylephrine 
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otitis 


AEROSPORIN 


SULFATE 


POLYMYXIN B SULFATE WITH PROPYLENE GLYCOL 


OTIC 


Specifically aimed at aural pathogens— 


bactericidal to most gram-positive and gram-negative 
organisms, particularly /’s. aeruginosa, the 


commonest cause of otitis externa. 


fungicidal to most of the dermatomyces found in the ear. 


For otitis externa, whether acute or chronic, an exceptionally high 
percentage of complete clearance in a short time. 


For chronic otitis media (when the ear drum is perforated); prefer- 
ably in conjunction with systemic therapy. 


Bottles of 10 cc. (with dropper) 


-_ 


TA Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, New York 
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new corneal anesthetic 
rapid action and 


short duration®™ 


virtually nonsensitizing 

no cases reported of dermatitis occur- 
ring in patient’s eye or on hands of 
physician. 


relatively nonirritating 

does not sting or burn when dropped 
into the eye —changes in the corneal 
epithelium or hyperemia of the con- 
junctiva rarely occur. 


Average dose: for tonometry, 2 drops. For minor 
surgical procedures, 2 drops instilled 3 times at 
90 second intervals. 


Supplied: sterile normal saline solution with 
0.02% Butoben as preservative, and containing 
0.4% Dorsacaine Hydrochloride (benoxinate 
hydrochloride). In ¥% oz. plastic squeeze bottle 
with dropper tip which delivers uniform drops 
(approximately 45 drops per cc.). 


*Sichiege!, H. Jr., and Swan, K.C.: A.M.A. Arch. Ophth. 61 :668 
(May) 1964, 


DORSACAINE’ 


HYDROCHLORIDE 


SMITH-DORSEY © Lincoln, Nebraska © A Division of The Wander Company 
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HOW ZENITH’S 10-DAY 


TRIAL PLAN, SENSIBLE PRICES 
AND LOW OPERATING COSTS 


can help you and your patients 


When you refer a hard of hearing patient 
to a hearing aid source you want to feel 
sure that he will be satished—both then 
and later. Thats why Zenith places so 
much emphasis on the 10-Day Money Back 
C,uarantee Trial Plan. For this allows your 
patient to give his Zenith Hearing Aid a 
complete trial. (And further, gives him an 
opportunity to check the instrument with 
you, before being committed to its pur- 
chase. ) 

This, of course, is in marked contrast to 
the policy of many other dealers, who re- 
gard all sales as final. This can be unfor- 
tunate, for should your patient's hearing 
aid fail to perform -satisfactorily in his 
every-day life, he may blame you. 


While it’s a litthe known fact, all makes 
of hearing aids cost about the same to 
manufacture, Highest-quality tubeless, all- 
transistor Zenith instruments do not sell 
for $250 to $300 
because they do not include an extra mark- 
Yet Zenith’s 


5 «6air-conduction 


as do many others—only 
up for so-called “fitting costs.” 


superb line of models 


HEARING 


offers your patients 432 individual power- 
tone response modifications! 

Zenith prices start at $75 for the ultra- 
compact, finest-quality “75-X”. other 
models, with special features or extra 
power, $100 and $125. Operating costs too, 
are surprisingly low, as little as 15 cents a 
month for the “Royal-T*.” The importance 
of this dual economy to pensioners and 
elderly people living on small incomes, 
many of whom need money for other medi- 
cal care, cannot be overemphasized. 

Zenith policy, as stated in our advertis- 
ing, calls for straight-forward, conscien- 
tious conduct on the part of our dealers, 
Diagnosis of hard of hearing problems, we 
firmly believe and publicly affirm, belongs 
to physicians, not hearing aid dealers 

We invite you, as a physician, to learn 
first-hand about Zenith quality and per- 
formance. We respectfully suggest that you 
examine a Zenith on our 30-Day Trial Offer 
for Physicians. There is no cost or obliga. 
tion whatsoever. Just fill in the coupon be- 
low for complete details. 


The Royalty of Hearing 


Zenith Radio Corporation, Deot 4'T 
5801 Dickens Avenue, Chicago 39, Illinois 


Please send me tree literature, local dealer list and information 
on Zenith 30-Day Trial Offer for Physicians 


Nome 
By Makers of America’s Finest TV 
and Radio Sets Address 
City Zone State 
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Terra-Cortril 


brand of oxytetracycline and hydrocortisone 
ophthalmic suspension 
when the 
ophthalmologic 
picture 


» 


Terra-Cortril Ophthalmic Suspension rapidly clears 
both underlying inflammation and superimposed infection through the com- 
bined actions of CorTriL”— most potent anti-inflammatory adrenocortical 
steroid ;' and TERRAMYCIN — broad-spectrum antibiotic “highly successful 
against many varieties of organisms’ encountered in ophthalmologic practice.” 
supplied. in amber bottles of 5 cc., with sterile eye dropper, containing 5 mg. 
TERRAMYCIN (oxytetracycline hydrochloride) and 15 mg. Cortrrit (hydrocortisone 
acetate ) per ce, of sterile suspension. aiso availiable: CorTrRIL Acetate Ophthalmic 


Ointment and Cortrrit Tablets. 
1. Rukes, J. M.. et al.: Metabolism 3:481, 1954. 2. Cannon, 


J., and Leopold, H.: A.M.A. Arch. Ophth. 47:426, 1952. 


PFIZER LABORATORIES “ti Zz Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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Acceptance of the new AO Polaroid 
Television Trainer has been over- 
whelming. Doctors, technicians, par- 
ents, patients have enthusiastically 
accepted this effective and inexpen- 
sive aid to orthoptic training. 


It offers truly effective stimulation of bin- 
ocular fusion. An intensely interesting tar 

get for children—the television screen— 
commands and gets their whole-hearted co- 
operation. The monotony of the same old 
training material is eliminated for both 
child and parent. Home training is simple 
and easy. 

To be used under professional guidance, the 
AO Polaroid TV Trainer consists of a filter 
that hangs in front of the TV screen and a 
pair of glasses worn by the patient. When 
watching a program with the filter in place 
the patient, wearing the glasses, sees half 
the screen with one eye and half with the 


Everybody wants the 
AO' POLAROID’ 
TELEVISION TRAINER 


other. The entire picture can be seen only 
when binocular vision is achieved through 
correct use of both eyes. A quarter wave 
plate establishes an area of binocular 
stimulation. The size of this area may be 
changed if desired. The filter is encased in a 
metal frame and attaches to the TY set by 
means of suction cups. It simply flips up 
out of the way when not in use. For com- 
plete information, see your nearest AO 
Branch Office. 


¢ T.M. Reg. by American Optical Company 
© 1.M. Reg. by Polaroid Corporation 


American 


Instrument Division 
Buffalo 15, New York 
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NASAL DECONGESTANT 


+ 
wad 


Uniformly FOR 


INFANTS CHILDREN 
ADULTS AND AGED 


poes NOT contain ANY ANTIBIOTIC 


Does not affect 
BLOODPRESSURE 
RESPIRATION 
CENTRAL NERVOUS SYSTEM 


ENTIRELY Safe! in 


CARDIAC—DIABETIC 
PREGNANCY—THYROID 


a 


AND HYPERTENSION CASES 
Authoritative Proof sent on request. 


COMPLETELY FREE OF SIDE-EFFECTS... 
no cumulative action...no overdosage 
problem. ..non-toxic. 


Antibacterial without Antibiotics! 
Reference to RHINALGAN: 


L~ / i . Van Alyea, O. E., and Donnelly, W. A.: E.E.N.&T. 
For b , USE RHINALGAN Monthly, 31, Nov. 1952. 


ae 2. Fox, S. L.: AMA Arch. Otolaryn., 53, 607-609, 
NOW Modified Formula assures 198). ee 


PLEASANT, PALATABLE TASTE! . Molomut, N., and Harber, A.: N.Y. Phys., 34, 14- 


of _ 1950. 
lett, J. E., (Lt. Col. MC-USAF) Research Report, 
solution with 0.02°% Laurylamine Saccha- Dept. Otolaryn., USAF School Aviat. Med., 1952. 
rinate pH 6 4 ‘ 0 ] Stable will not dis- . Hamilton, Ww. F P and Turnbull, F. M.: J. Amer. 


color or otherwise deteriorate. All sweet- Phorm. Ass'n., 7, 378-382, 1950. 
ness entirely eliminated. . Browd, Victor L.; Rehabilitation of Hearing, 1950. 


= . Kugelmass, |. Newton: Handbook of the Common 
Available on YOUR prescription only! Acute Infectious Diseases, 1949. 
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Ear infections (acute or Chronic) auralgesic and 
RECTALGAN-Liqud—For symptomatic Homorsbids, Provtus, Perineal Suturing 
“DONO CHEMICAL CORP., 100 Varick Street, New York 13, N. 
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infection 
inflammation 
mjury 
allergy 


SODIUM SULAMYD® solution 30° -10% —ointment 10% STERILE 
CORTOMYD® — Cort! nd Sodium Sulfacetamid j OPHTHALMIC 
ortisone and Sodlt Sullace ae suspension 
PREPARATIONS 


CORTOGEN® — Cortisone Acetate—0.5% -2.5% suspensions 


CORTICLORON® — Cortisone and Chlior-Trimeton® suspension 
ASSUGED STERILITY 
3 
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CORTOMYD 


5 cc. 


STERILE 


ASSURED ste 


curbs inflammation 


combats infection 


protects the injured eye 


Sodium Sulfacetamide 10% 
Cortisone Acetate.... 1.5% 
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been proved effective in the treatment of thay 
fever and other allergic disorders.'*"It is espe- 
cially useful in severe cases or in those that | 
resist conventional therapy. Once symptoms are 
controlled with the aid of PIROMEN some 


TR AW EWN Aso is, Cc. 
subsidiary of Boxter Laboratories, Inc., Morton Grove, Illinois 
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Moth 
cellulose 


5% AND 2.5% 


5% AND 2.5% 


lsepte- 


Sterile, buffered ophthalmic suspensions of Cortisone 
Acetate and Hydrocortisone Acetate for topical use. In 
Methyl! Cellulose for more uniform suspension, more pro- 
longed contact (5 to 6 times longer), and better disper- 
sion when applied to the eye. 


ADVANTAGES OF DROP-TAINER PRODUCTS 
e Sterile e Stable e Preserved against contamination 
e Convenient to carry and use: better drop control 
e Economical: non-spillable and non-breakable e Uniform 


Available from pharmacies and wholesale drug suppliers throughout Ale qr 
the U.S.A. and Canada (Canadian Distributors, Imperial Optical 
Company, Toronto, Canada) Write for catalog descriptive of LABORATORIES, INCORPORATED 
miotics, mydriatics, anesthetics, etc., supplied in Drop-Tainer. 

FORT WORTH, TEXAS 
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specifically 
designed 


for infants and children 


the new standard 
for nasal decongestion 
providing nasal patency 
in minutes for hours 


brand of tetrahydrozoline hydrochloride 


PEDIATRIC WNasa/ Drops 


almost immediate relief lasting L to 6 hours 
after a single dose 


odorless and tasteless 


no sting. burn. irritation. or other low al 
reactions 


no rebound congestion 
especially useful during the allergy season 
system effects rare in ree ommended dosage 


calibrated dropper for pres ise dosage 


DOSAGE: 1-2 drops in infants under two years, and 2-3 drops in children 
two to six years, 


SUPPLIED: in 1/2-0z. bottles containing Tyzixe, 0.05. Also available as Nasal 
Spray in 1-oz. plastic bottles, 0.1°¢, and Nasal Solution in l-oz. dropper bottles, 0.1% 


*Trademark 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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Introducing 
THE EXECUTIVE 


one-prece 
AO Tillyer Bifocal 


Lens 


Now American Optical Company research 
has perfected a new one-piece bifocal: the AO 
Tillyer Executive Bifocal. 

The Executive Bifocal provides full lateral 
sweep in the reading segment... segment can 
be set 28mm high... no image jump between 
distance and near fields ..minimum chro- 
matic aberration. Patients adjust to the Exec- 
utive Bifocal easier because of these features. 


The Executive Bifocal is made with Tillyer 
curves, so it is marginally accurate to the full- 
est extent possible in a spectacle lens. Object 
displacement is the same as it would be in a 
single vision reading lens. For many first-time 
bifocal wearers and people who particularly 
need a wide reading field, the Tillyer Execu- 
tive Bifocal is ideal. Ask your AO represent- 
ative for full information. 


= Amexicen Optical 


1T.M. Reg. by American Optical Company 
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IN CYCLOPLEGIA... 


YCLOGYL 


HYDROCHLORIDE 


brand of cyclopentolate hydrochloride 
—) 


SAVES TIME 


... for you ... with rapid onset of action 
.. . for your patients . . . with rapid recovery 


“Cyclopentolate hydrochloride . . . produces a rapid [30 to 60 minutes], intense cycloplegia and 
mydriasis of moderate duration . . . and is effective in highly pigmented irises and for persons of 
all ages. New and Nonofhicial Remedies, Philadelphia, J. B. Lappincott Company, 1954 p. 1a9 


Cyclogyl has shown outstanding qualities in 1035 cases.! 


(Incorporates work of 11 previous investigators) 


Dusage and Administration Diopters of Residual Spontaneous Recovery 


Compound 
Woy A mmodation Com hy 


Cyclogyl Q.5° d LO 24? 


Homatropine 2°% or 


for Z ()f) “an 
4 f 


* Successive drops at five minute intervals. tKRecovery time reduced to tix hours after one percent pilocary me 
Gordon, D. M., and Lhrenberz, M. H.: Am. Ophth. 48-831 (Dee.) 1954 


“the chief handicap of maximum cycloplegia, namely its incapacitating effect, is minimized . . 
Gettes, A M A Arch Ophth 46] (Apr j 1954 


Cyclogyl, “by virtue of its brevity, rapidity of action, and consistent depth of cycloplegia, will be 


fa drug of choice} for routine refraction . . .” Bhrlich, L. Hus New York J. Med, 53:3015 (Dee. 15) 1953 
Dosage Supplied 

Cycloplegia — One drop 1.0°, in each eye (or two drops of Serie ophthalmic solution in Gifford’s Buffer (pH 6.0) 
0° produces maximal cycloplegia in 4060 minutes. Re 0." Solution 15S cc Dropper Boctles 

covery rime i | if iy Pilon ifpine Sol 15 Le pper Kotrles 

feduces recovery time. In deeply pigmented eyes, 2 drops of 2 « Dropper Botles 

1.0 in each eye, instilled 10 minutes apart, achieves satisfac oincees 

tory cycloplegia in cases as. CY 

M ycdriasi One of two drops of 0.55% in each eye Mhiofelin bw Since 1794 
Samples and Literature on request Pharmaceutical and Research Laboratories 


New York 3, N. Y. 
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Precision Vision from Every Angle — 


Shuron Widesite Corrected Curve 
Lenses... either White or Tonetex... 
give your patients clear, undistorted 
vision from edge to edge of the lenses, 
by correcting for marginal astigmatism 


within acceptable limits. 


Aways and Only First Quality 


Widesite Corrected Curve Lenses are 
always and only First Quality. They're 
free from surface aberration... polished 
to mirror finish. No seeds, striae, bub- 
bles or other internal flaws. Correctly 
centered, with precision curves and 
exact powers. Accurately controlled 


thickness. 


orrected Curve Lenses 


Specify Widesite for faithful interpre- 
tation of your Rx. A complete range of 
Corrected Curves——in White 
and Tonetex——from your in- 


dependent Laboratory. 


Shuron Optical Company, inc. 
Ties-1 Geneva, N.Y. 
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FOR A FULL OF THE FUNDUS 
MYDRIATI 
DRAMATICALLY 
PHENYLEPHRINE HCI. 5% and RAPID 
EUCATROPINE HC! 5% WITH 


METHYLCELLULOSE YET SAFE 
STERILE SOLUTION in MYDRIASIS 


DROPPER SEALED BOTTLES 7.5 c« 


NON-TOXIC NON-SENSITIZING ECONOMICAL 
NO PARALYSIS OF ACCOMMODATION 


One drop dilates pupil fully in less than 20 minutes. 


Pupil returns to normal within 2 hours. Qn Ufa 


Can be used on patients of all ages. 


OPHTHALMOS, INC., Union City, N. J. 


Distributed in Canada by 
PROFESSIONAL SALES CORP., Montreal 29, Quebec 


MYDRIATIN IS A TRADEMARK OF OPHTHALMOS_ 


THE MAKING AND FITTING OF ARTIFICIAL EYES 
ARE A SECIALTY WITH US... 

Not a Sideline! 
We have a complete selection service for glass and plastic eyes. 
Within 8 hours after receiving your order, we send you a selection of 
eyes on memorandum. Write for further information and free color 
chart and size guide. 


ison Avenue 
New York 22, New York 


DETROIT « CLEVELAND « KANSAS CITY © MINNEAPOLIS «© ST. LOUIS 
BOSTON PHILADELPHIA « PITTSBURGH « WASHINGTON 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


The Proneer Post-Graduate Medical Institution in America) 
EYE, EAR, NOSE AND THROAT 
A combined full fime course covering an ac adem year (9 months ) it consists of attendance 
at clinics: witnessing operations lectures. demonstration of Cases and cadaver demonstra 
tions; operative eye, ear, nose and throat (cadaver); head and neck dissection (cadaver) ; 


clinical and cadaver demonstrations in bronchoscopy, laryngeal surgery and surgery tor 
facial palsy; refraction, radiology; pathology, bacteriology and embryology; physiology; 
neuro-anatomy, anesthesia, physical medicine, allergy,examination of patients pre-operatively 
and follow-up post-operatively in the wards and clinics; attendance at departmental and 


general conterences. Also refresher courses (4 months) 
For information about this and other courses addres: 


THE DEAN: 345 West 50th St, NEW YORK 19, N.Y. 
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TRANSACTIONS — MAY - JUNE, 1955 


New Series Vil Added! 


Clinical Color Slide 
Index LIBRARIES OF THE EYE 


Ophthalmologicus 


19 5 4 the private 


collections 
International Directory of recognized 


of experts 


Series 
Ophthalmologists |. Anterior Segment Photographs 


it. Anterior Segment Photographs 
111. Retinal Color Photographs 
CONCILIUM IV. Gonioscopic Color Photographs 
All by H. Saul Sugar, MWD., Detrotw 
OPHTHALMOLOGICUM V. Retinal Color Photographs 
ober on Der Heydt, ago 

UNIVERSALE VI. Original Ophthalmological 
Photomicrographic Slides 

by Julius Weber, New York 

Vil. Anterior Segment Photographs 
Price $2.75 copy by H., Saul Sugar, MD. Deven 
Write for free booklet listing each slide, 
including new Series VII consisting of 33 
DR. A. C. COPPER slides covering cornea, lens, conjunctiva, 

97 Nieuwsted iris, lids, vitreous and orbit. 


ZUTPHEN, HOLLAND BARNETT Optical Laboratories 


2419 WN. Halsted S$t., Chicago 14, Ili. 


In manufacturing optical products which must be precise, the skill 

of master craftamen is essential. Add to that skill the most modern 

production equipment and you have a combination unsurpassed. 

Forty-two years of continuous growth have produced Benson branches 

. in 27 cities of the Upper Midwest . . . laboratories where 
Machines prescriptions are accurately transformed into fashionable glasses. 
And the ‘‘Benson’’ name has come to stand for the highest 

quality and precision in optical production. 


May We you? 
Since 1913 Executive Offices * Minneapolis, Minn. 


COMPLETE LABORATORIES CONVENIENTLY LOCATED IN Upper MIDWEST CITIES 
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Salicylate 


(brand of carbazochrome salicylate) 


THE MISSING LINK IN THE CONTROL OF BLEEDING 


PREOPERATIVELY « where oozing and seepage from a vascular 

bed is anticipated 

POSTOPERATIVELY «© to prevent seepage and hemorrhage 

TONSILLECTOMY-ADENOIDECTOMY RETINAL HEMORRHAGE EPISTAXIS 
DENTAL SURGERY © HEMATURIA 
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Mastoidectomy with a bloody field ‘obscures - view, 


Salicylate (brand of carbazochrome salicylate) 


Adrenosem is specific for conditions characterized by increased capillary perme- 
ability allowing oozing and seepage bleeding. To prevent seepage bleeding due to 
capillary permeability it is necessary to maintain tone of the capillary wall. ‘This is 
supported by Pappenheimer’s' work on capillaries. In cases of capillary permeabil- 
ity it is postulated that the connective material between the cells, which form the 
capillary wall, has lost its tone and allows the erythrocytes to pass through. 

To confirm the action of Adrenosem in establishing capillary integrity the cheek 
pouch of a hamster was irritated with snake venom, which has the property of 
making the capillaries more permeable.? A great many petechiae appeared on the 
surface and a 500 X magnification showed the capillaries with extravasation of 
erythrocytes. Another animal was treated with Adrenosem, and 30 minutes 
later, the same amount of snake venom was used to irritate the cheek pouch. 
Microphotographs of the same 500 X magnification show the intact capillary 
walls and the actual blood cells coursing through the capillaries, without signs of 
escaping erythrocytes. | 


Fig.1— Trauma from snake venom pro- 
duces hemoconcentration and stasis, in- 
dicatwe of altered vascular permeability. 


Fig. 2— Trauma does not produce pete- 
chiae following Adrenosem injection. 


A systemic hemostat, Adrenosem restores capillary integrity by main- 
taining tone of intercellular tissue in the capillary wall. Adrenosem is 
unlike any hemostat available to medicine.‘ It does not interfere in 
any way with the blood clotting mechanism or its component parts. 
There is no sympathomimetic action and the blood pressure, cardiac 
rate and volume are not affected. Adrenosem may be administered simul- 
taneously with any type of anesthetic, anticoagulant or vitamin K and 
heparin. Adrenosem will not interfere with the action of these agents. 
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Salicylate (brand of carbazochrome salicylate) 


While the hemostasic action of epinephrine and related compounds has been 
recognized for a long time, certain characteristics limited their usefulness. A product 
of the metabolism of epinephrine seemed to offer the most promise. Given the name, 
Adrenochrome, this compound was studied extensively in both European and 
American centers. The handicap to wide use of Adrenochrome was its instability, 
so efforts were directed to find a stable modification that would retain the physio- 
logical activity. The answer to this proved to be the monosemicarbazone of Adreno- 
chrome. Further research demonstrated that this compound could be made soluble 
enough to be practicable as an injectable solution, by transforming it to a sodium 
salicylate complex. This process has made possible Adrenosem Salicylate, a potent 
therapeutic agent which fills an important need in medicine. 
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Ampuls, 5 mg., 1 cc.: packages of 5 

Tablets, 1 mg. (s. c. orange): bottles of 50. 

Tablets, 2.5 mg. (s. c. yellow): bottles of 50. 

Syrup, 2.5 mg. to each 5 cc. (1 teaspoonful): 4 oz. bottles. 


weratively eontro! provide clearer operative field: 
one to two a@iopulk (5 to 10 mg.) every two Bourse prior to surgery for two doses. 

® postoperatively to prevent hemorrhage and check oozing: 

one tO am@puis to 10 0 every two heures until there iw vo indication undue 

bleeding. To one te administered every three hours or 

i to me. orally 


* to control active 
ene ampul (6 tng.) every two rial until bleeding ie controlled: frequency of dose may 
then be diminished. 


te control mild, low-grade bleeding 
ene ampul (6 mg.) every three or is controlled; then 1 to mg. 
wrally four te five times daily until bleeding cenbes. 


maintenance dosage to prevent bleeding jn Where email vessel inieyrity may 
be impaired: 

1 to 6 mg, orally t.i.d.; if bleeding ensues, dosage may be increased | to 5 mg. orally every 
three or four hours; if bleed img gould be supplemented with one 
ampul (5 mg.) daily. 


* tric dosage: 


te four years age-- or orally with same as for 
adults, until ba four years cf age-—one-half the adult 
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ROCHESTER 3, NEW YORK 


Ritter Ear, Nose and Throat Unit. With this unit, 


equipment necessities for ENT work are carefully 
placed within your examining and treatment area 
... the cuspidor,conveniently located for patient use 
... the surgical aspirator with interchangeable ups 
right at hand... the low voltage instruments and 
spray bottles, centrally located for easy grasp...a 
swinging tray, holding medicaments and other in- 
struments, effortlessly positioned to suit your needs. 

The Ritter Ear, Nose and Throat unit was de- 
signed to help you utilize your skills to the fullest 
extent with a minimum of effort. You have your 
choice of four models—the cuspidor on the right or 
left side as an integral part of the unit, or a right or 
left-hand unit with the surgical cuspidor separate 


for placing on the opposite side of the chair. 


WRITE for complete, detailed 


information on the Ritter ENT 
Unit, Ritter ENT Motor Chair, 
or Ritter Combination Ear, Nose 
and Throat-Oral Surgery Unit. 
Ritter Company Inc., 486 Ritter 
Park, Rochester 4, New York. 
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Wore thau 1500 


MONEL METAL 


NASOPHARYNGEAL APPLICATORS 


have been delivered by the Radium Chemical Company to 
otolaryngologists in the United States within a period of the last 


ten years. 


Results are reported satisfactory when the use of the applicator 
is restricted to the one purpose for which it was constructed: 
the treatment of hyperplastic lymphoid tissue, which cannot be 
surgically removed, at the orifice of the eustachian tube or in the 


fossa of Rosenmueller. 


Available through purchase or annual lease at a reasonable 


monthly rental. 


WRITE FOR COMPLETE DETAILS... NO OBLIGATION 


RADIUM CHEMICAL CO.. INC. 


161 East Forty-Second St., New York 17, N. Y. 


MORE THAN 40 YEARS CONTINUOUS SERVICE TO THE MEDICAL PROFESSION 
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LR LABORATORIES Division 


Major Lens: Special Nokrome 
' Crown glass. (Plus-power in 
the lenticular edge, though 


as it is good to eraere-bguama 
look through 


\ 


Bifocal Segment: Same high 
index glass as lenticular field. 


Fused Lenticular Panopti 
Cataract Bifoca 


Here’s the lens to provide the greatest possible satisfaction to aphakic 
patients. It’s lighter in weight, thinner—usually more than one third 
thinner than a one-piece bifocal of the same power—and has flatter 
front curves. 

The Panoptik segment shape is ideally suited to the cataract 
patient. It offers a wide reading field at normal 
reading level. Flexibility, too, in base curves— 
bi-convex, plano base or — 3.00 base—can be 
produced from the same blank. This facilitates 
service from the laboratory—a single pair of 
blanks, in each of the called-for reading ad- 
ditions, constitutes a stock from which any 
aphakic prescription can be made. 

From both standpoints—cosmetic appear- 
ance and optical performance—the Panoptik 
Lenticular Cataract bifocal sets the standard of 
excellence. 


In Soft-Lite, too 
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A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The dimensions in the above photograph are 5’ 9” along one wall and 4 2” along the other. In this area, 
convenientiy arranged, is everything needed to make a compiete examination. However, it need not be con- 
fined to this limited space. The complete absence of piping and wiring is specially noticeable. A number 
of other arrangements will be furnished on request 


Treatment Stend: Covered with stainiess steel. Contains: air reguiator with gauge, tubing, cutoff and air 
filter; nasopharyngoscope rheostat; push button; cautery transformer and rheostat; transillumimator complete 
with rheostat, cord, handle, lamps, antrum and frontal tips; seven meta! drawers on fiber runners and one 
large drawer for towels; waste container; bakelite covered work table; space for six spray botties, twelve 
solution botties, sheif for cotton jars; pocket for history cord or prescription blanks; and oa spray bottle 
heater; the whole presents an attractive appearance and will not tarnish and is easy to keep clean. Price 
complete without glasswore $185.00. Without air but with electrical equipment $155.00. With air equipment 
only $140.00. Without either air or electrical equipment $110.00. Glassware available 


Cheir: Can be placed in horizontal position, will not tip in this position; raised and lowered by large hand 
wheel; paper covered headrest removable; locked with foot-pedal; bakelite armrests removable. Back locks 
rigidly in any position. As shown in brown. $! 40.00 


Turning Choir: By adding a footrest and the necessary handles this chair can be used for turning tests. All 
additional equipment is easily and quickly removable. Add. $30.00. 


Combined Suction and Cuspidor: This is an entirely new piece of equipment. It was designed to eliminate 
the cost of installing a separate suction. The apparatus is 12” wide and projects |13'%4”" from the wall. The 
flushing rim and the suction is furnished with a vacuum breaker and should on all plumbing requirements. 
Stop and trap not furnished. Available in ivory, green and white. Price $85.0¢ 


Ceiling Light: A telescopic light attached to the ceiling. May also be attached to base board in back of 
chair. Available in 4 ,5, 6 and 7 ft. (extended). 4 ft. $15.50 ‘add one dollar per ft.). 


Light Shield: Takes an ordinary 100 watt lamp. Will not burst; spot can easily be rotated. $5.00. 
Steel: A soft upholstered stool with easy running ball bearing stem casters. $20.00. Stool with back, $26.00. 
CATALOG SENT ON REQUEST 


All Prices are F.0.B. Los Angeles, Calif. 


Surgical —- Mechanical — Research 


1901-1903-1905 Beverly Bivd. Los Angeles 57, Calif 
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The test of time proves that the “LACRILENS”® contact lens can be worn 
for long periods of time in aphakia and in all sports, including swimming. 
Write for Brochure 
Manufacturers of 
all types of 
Contact Lenses 


TEACHING AIDS 


MOTION PICTURES 
Embryology of the Eye 
Embryology of the Ear 


IN Color WITH Sound 


made by teachers of anatomy and embryology of the Eye and Ear in 
Columbia University, aided by the staff of, and materials from, the 
Carnegie Institution of Washington, D. C., Department of Embryology, 
Baltimore, and by the Committee for the Study of Audio-Visual In- 
struction of the American Academy of Ophthalmology and Otolaryn- 
gology for use in schools, hospitals and clinics. 

With the completion of these films, surgeons, clinicians, physiolo- 
gists, oculists, aurists — all workers in the fields of vision and hearing 
have command of the most advanced knowledge of the fundamental 
groundwork for research and teaching in the fields of sensory perception. 


Write for prices. 


American Academy of Ophthalmology and Otolaryngology 
100 First AVENUE BUILDING 


ROCHESTER, MINNESOTA 
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Designed by Paul H. Holinger, M.D., Chicago 


ACTUAL SIZE: The size shown is 41—/. to r. 33 mm, 40 mm, and 46 mm long. 


HOLINGER infant TRACHEA TUBES 


This new Infant Trachea Tube is de- been developed as a result of x-ray 

Signed to fit the smallest patient— _ studies of the position of the infant 

down to four pounds—with as much trachea and larynx—an arc of 65° 

comfort and convenience as possible. rather than the usual 90° tube-to- 
The unique curve of the tube has plate alignment. 


Other features of design imporiant to surgeon, nurse and patient: 


e Plate size is only '>” x 49" tofitcomfortably  e Inner tube is held in place by modified 


and correctly in the folds of the neck. knurled knob--an efficient and easily manip- 
e Outer tube and plate is a solid unit—is ulated lock. 

easier to clean, does not tend to catch gauze. e Aspirating catheters are easier to insert be- 
e Corners are rounded; there are no rough cause of funnel shaped opening. 

proyections, 


Available in 3 Sizes, 3 Lengths; please order by catalog number 


The length of the tube is measured on the inside radius of curvature. 


Br4270 Size 0O— 33mm long. Br4275 Size O-— 33mm long. Br4280 Size | 33mm long. 
Br4271 Size OO 40mm long. Br4276 Size O-- 40mm long. Br4281 Size | 40mm long. 
Br4272 Size 00 46mm long. Br4277 Size O-- 46mm long. r4282 Size | 46mm long. 


Holinger Infant Trachea Tubes are available only from Pilling— order direct 


GEORGE P. PILLING & SON Co. 


3451 WALNUT STREET 
PHILADELPHIA 


HEADQUARTERS FOR INSTRUMENTS FOR BRONCHOESOPHAGOLOGY 
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Explosion- Proof 


PORTABLE EYE MAGNET 


The powerful, dependable Lancaster Eye Magnet has been com- 
pletely redesigned by our engineers, and is now the first—the 
only—portable eye magnet completely explosion-proof—com- 
pletely safe—for use in any operating room in the presence of 
explosive atmospheres. This all new magnet is noiseless, of 
course. It requires no ‘‘warming up” period. It has but a single 
convenient control—-the momentary contact, explosion-proof, 
footswitch——and is protected by a thermal fuse in the magnet 
head. The unit is supplied complete with 3 interchangeable 
silvered probe tips ‘| long, | short, one bent), 
two sterilizable cloth sleeves, the necessary 
wrenches, and a utility tray, all in a compact, 
sturdy, black leatherette covered carrying case. 
(Patent Applied For.) For operation on 115 volts, 
AC only. 


Instrument Makers to the Profession Since 1895 


330 S. Honore St., Chicago 12, Illinois 
BRANCHES NOW IN ROCHESTER, MINNESOTA, DALLAS AND HOUSTON, TEXAS 
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PERSISTENT HYPERPLASTIC PRIMARY VITREOUS 


ALGERNON B. Reese, M.D. 
NEW YORK, NEW YORK 


litte Jackson Lecture, by virtue of its 
commemoration and the high 


standard set by thi 


symbol 
previous lectures, 
has come justly to its present high es- 
tate that this 
lecture should be found worthy of the 
occasion because it was at this meeting 
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American Board of Ophthalmology, He 
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\lv interest 
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and even atl the 
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leukokorologist, the 


other one of the group 


perplastic primary vitreou 


| crs! 


reous and persistent hyperplastic vitreous 


tent hyperplast primary vit 


PliV) are the terms used to designate 
the condition often called “persistent 
unica vasculosa lentis” o1 persistent 
posterior fetal fibrovascular sheath of 
he lens.”’ The tunica vasculosa lentis 
ictually a very meayet layer of mall 


the len 


ular channels surrounding 


rel from three Ouree from 
the hvyaloid artery, from the asa hy 
tloidea propria (these are derived from 


the vessels which pass into thi periph 


eral parts of the vitreous and enter the 


vascular tun. of the len at it equa 


(1 and la thy, from the anterior ciliary 
vessels y 1 stem from the major at 
terial circle of the iris, The anterior part 
of this vascular tunic of the lens is sup 


plied by the ciliary system, while the 


portion is fed by the hvaloid 
The 


po 


system former (anterior part) 
normally 310n 
at about the exghth month of fetal life. 


although if nel 
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at all unusual. particu 


premature Infants, to see 
evidence of this system at birth. The 
lattes post part usually shows 
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complete regression at about the seventh 
fetal month, but 
lem are 


remains of this sys 
also commonly seen at birth, 
particularly in premature infants. If hy 
perplasia does not occur, both systems 
may achicve continued and complete re 
gression after birth. Clinically speaking, 
the two portions seem to have little or 
no relationship; persistence and hyper 
plasia of the one occur independently of 
the other, There are Iwo aspects of the 
system the 
sheath and the hyaloid artery 


3, 4) 


present, we commonly see remains, too, 


hbrovascular 
(figs. 1, 2, 
When remains of the sheath are 


Postel ror 


ot the hyaloid artery or of some feature 
ot the \lso. 


hyaloid artery dominates the picture we 


hvaloid system when the 


sometimes see some degree of the re 
mams of the 
sheath of the 


the two portions is not surprising since 


posterior fibrovascular 


lens This association of 
both are remaims of elements of the pri 


mary vitreous, One or the other, how 


ever, usually predominates 


When retrolental fibroplasia became a 
mayor problem about 19425749 
thouvht to be related to PHV. Further 
experience proved, though, that the two 
conditions are 


Was 


parate entities 


MATERIAI 
Because of an interest in both retino 
blastoma and = retrolental fbroplasia, | 
rela 
tively large number of allied conditions. 


have had the opportunity to see a 


Therefore, my series of clinical cases of 
persistent hyperplasts vitreous im vari- 
ous stages numbers 59, and in many in- 
have been able to follow the 
lesion from. its detection to the ulti 


stances | 


mate tate of the eve. | am prompted to 


report my experience with these cases 


because | have been struck (1) by the 


wide clinical variations which they man 
ifest and (2) by the fact that this bi 
zarre clinical picture is frequently not 
appreciated, Furthermore, the eyes har 


BREESE 


boring these lesions 


fated. As a 


heen able 


usually 

matter of fact, | have not 
discovel singl recogmiz 
able case in an adult. It is true that mild 
lesions of this type may run an uncom 
pleated course and be seen occasionally 
m adult eyes. It has been challenging 


ite undertake measures to prevent the 
compheations which lead ultimately to 
It is possible that 


have heen successful 


the loss ot h eves 
some degree 
in this aspect of my endeavor 

either are often 


As eyes with PHY 


removed with a diagnosis of retino 
blastoma or develop complications which 
lead to enucleation. the pathological ma 
rich. It has 
been mtere stingy, the refore, try to col 
with the 


pathological material, | have had the op 


terial for study is rathes 


relate the climical observations 


portunity study 
of 47 VHIN of 


grees at various staves in 


SCCTLIONS 


eves™ with varving de 
severity 
the course of the diseas wentyv-two 
eyes were available from the pathology 
Institute of (phthal 
mology and 25 eyes have been studied 


\rmed 


colle Lion oft the 


through the courtesy of. the 


korees Institute of 


PATHOLOGY 
The 


VaATICS 


fibrous tissue back of the lens 
a vreat deal in extent and thick 
ness (figs. 4, 5,6, 7,8). It not only may 
cover the entire posterior surlace of the 
lens but may even extend from one cili 
ary region to the other; or it may ov 
cupy only a portion of the lens surface 
on the nasal side (fig. 6). The thickness 
may vary from that of a thin membrane 
thickness as 


to a yreat as, 


than, that of the lens itself 


ereater 
The central 
portion is usually thicker than the pe 
ripheral. There are various degrees of 
sometimes im this 


vascularization, and 


VPHV. The 


etinoblastoma was 


with il 


= 
~ 
r Weis 
| 
25 
eu 
bes 
- ore 
of 


MAY-TUNE 


iS ¢ yvidence ot recent of old 
blood [here 


HHamma.!? Lane") 


tissuc there 


hemorrhage and 


( 


who believe that hemorrhage plays an 


pigment 
are some 
unportant role in producing the fibro 


Vasculal sheath leat. smooth muscle, 


calcrum deposits, cartilage, eosim-stam 
ing byaloid material, and islands of un 
differentiated neuroepithelium may be 


The 


composed 


present fibrous tissue seems to be 


Comnecthyve tissue 


Mallory 
is possible that there are 


(neson and stains) although 1 


sometimes ghal 
hie 
may be inserted into the periph 
t | sheath (Col 


pathway ot 


components Hippel 6) lens 


(yon 
zonutle 


von Hippel! 


thie erhous return troy the fibrovasecu 
lat sheath is ty 
Hippel Vern 


ments extend 
Pace of thy 


ohly speculative Voorn 
fila 


Posterior stil 


rarel fibrous 

olental 


towards 


the retina and may even pull the retina 


AW AN the choroid 


extremely un 
ar tache 


Hbrovascular 


hvaloidea propria lt 


anal around thi 


due 


spontaneous hemorrhave and organ 
ization (hig 25) 
lhe hyalor usually be 


Seen enters the posterior sul 


race © uc in the central part on 


This 


rally heats 


th The artery may patent 


or atre around at oan 
lay i smooth miusel 


ito and along the tibro 


sometume 
ay ty ( Pollock 


Cone of the 


ley 


‘ 


a central 
Varsons 
sSeefelder. 
This break in the capsule can be 


Sanders Vor 


Hippel, 
seen in 
(fig 


almost every eve harboring 
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Pollock 
about 
Collins 
fetal lite 
of the persistent and hyperplastic tibro 
\ly 
atte 
birth, but this opinion is based on clin 
which the 


folt that the capsular 
months 


that 


rent thre 
birth 


early 


mccurs 
beheved 
and the Calise 
vascular sheath and hyaloid artery 


ts that it usually occurs 


wal observations Of cases im 
lens is at first clear but later develops 

lens epithell 
and the blood 


lens 


cataractous changes Lhe 
um, the fibrous) tissue, 
vessels tend to proliferate mto the 
through the opening in the po 
occurs 
Collins? 
Phere usually is a wrinkling of 


Phi 


Contracture th 


morrhage some 


capsule, 
inside the lens (Parson 
th je Sterior cap ule wrinkling 1s 
apparently lun 
fibrous tissue alony surtace 


poste 


lt mav be. therefore. that the contract 


ing fibrous tissue is responsible tor the 


which occurs the cap ule 


\nothes frequently observed teature 

the extension of the lens epithelium un 
der the capsule posteriorly (Gattord and 
Latta,’ Pollock, Dotsch,! 
Not only is the len 


than 


rs 
(sinsberg rmiatles 


mn chiameter and thinness normal, 
al 
of the len 


othe 


there 1S a vradual ibsorption 


ubstance due to the opening 
Itimately the 


absorty 


totally 


indlay.* 


(tiv 


lens may be 


2h von ( 


} with only the Cal 
hed ot 


shrink to a 


psule remaimingyg 
fibrous sue. or the len 


old 


al 


may mall globule o 


calethed cortex surrounded by the 


sul 


elongated cihary proce are 
| hie 


as the equator of the | ns and thes 


COT] 


stant tinding usually extend a 


are frequently Incorporated the 


They 


riphery of the fibrovascular tissue 
are hype remic and their stroma } 
times replaced by dilated vascular chan 
nels. Ida Mann, in discussing Hudson's 
paper,'? felt that long, drawn-out ciliary 


cs 


Ate often Seer) if ‘| 
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eyes, particularly in conjunction with 
congenitally malformed lenses. She 
thought they are due to adhesion of the 
processes to the vascular sheath (normal 
to about the fifth month). If this adhe- 
sion persists, the processes are drawn 
out in the subsequent growth of the eye. 


There may be evidence of chronic in- 
flammation in these eyes (Findlay,® 
leech,*! Pollock??), but it is noted 
early in the eyes in which lens absorp- 
tion is taking place. Leech (and also 
Pollock) felt that such inflammation in- 
dicated that a fetal iritis had caused 
the PHY. I feel sure, however, that 
this inflammatory reaction occurs in re- 
sponse to the presence of the lens mat- 
ter, 


Characteristically, the retina in these 
eyes is in place and contains all of its 
nuclear and fibrous elements as well as 
a well formed fovea. There is no reason, 
therefore, to believe, judging from the 
appearance of the retina, that it would 
not be capable of good function. A com- 
mon feature is an extension of the ret- 
ina peripherally towards the flat portion 
of the cilary body and even to the cili- 
ary processes, Sometimes the retina ex- 
tends, or is pulled, into the periphery of 
the fibrous tissue back of the lens, usu- 
ally without promoting an actual de- 
tachment of the retina, 


The usually shows 
some degree of malformation (Terry,*! 


filtration angle 


Paganelli**). This is in the nature of an 
embryonic type of angle wherein the 
iris processes form a bridge between the 
cornea and iris. Sometimes the trabecu- 
lar spaces and Schlemm’s canal do not 
appear patent. 


Hemorrhage may be a feature in the 
more advanced cases and is seen not 
only in the lens and in the tissue back of 
the lens but also, in various stages of 
organization, in the vitreous. This may 
cause the retina to be 


detached and 
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drawn up into the organizing and con- 
tracting tissue (fig. 25). 


(Clinical observations and a study of 
available material indicate 


that eyes with PHY are lost in two ways. 


pathe logic 


(One way 1s through swelling of the lens 


due to an opening in the posterior cap 
sule, and the other is from spontaneous 
hemorrhage. These two factors will be 
amplified later. 


CLINICAL COURSE 

In clinical appearance this lesion as- 
sumes the most protean forms. This 1s 
due in part to varying severity, but it 1s 
also due to the facts (1) that the process 
is never static but always changing and 
(2) that the natural course leads to se 
quelae and complications, The lesion o 
full-term infants of 
birthweight with no unusual 
during the 


curs in normal 
features 
and 


prenatal postnatal 


COUTSE, 


The presence of the lesion is usually 
noted by the physician or the parents 
immediately after birth or within a few 
weeks thereafter. In 90 per cent of the 
cases the lesion 1s unilateral with a per 
fectly normal tellow eye, or merely a 
Mittendorf dot o1 
ifestation in the fellow eye. The affected 
eye has a shallow anterior chamber and 
is almost invariably smaller than its fel 
low. 
this. ) 
may be so slight, however, that it 1s not 
appreciated unless looked for or unless 
the cornea is actually measured. Some 
of the patients have nystagmus (Mar 
shall,23 Gifford and Latta’) and the af- 
fected eye may show an esotropia or, 
rarely, an exotropia. 


some such sheht man 


(Il have seen two exceptions to 


The degree of microphthalmos 


The tissue back of the lens (figs. 9, 
10, 20), usually densest in the center 
and thinning towards the periphery, has 
a pinkish white color and varies in size 
from just a small plaque (located nasal 
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ly to the center of the lens) to an area ot 
compl tel COVeCTING thi 


face 


posterior 


SUT 
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vascularity tissue, and vessels 


st 


(ott) 
When th pupil is dilated, 


the 
processes ¢ seen extending towards, 
Into, or anterior to, the pe riphe ry of the 
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Line 
(figs, 13, 
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ecle and, 


LURI 


later, of scarring (figs 
Such complications are usu 


olaucoma (itl the 


nticonus 


the 


(i 


by 
els in the 
cu 
that the 
emblecd 
eventh 
els are 
and 


| 
divanced cases 


Clropion trophy of 


| 
hand, the swelling of the lens is 
tive COT TIC AI it) Provone 
, Onaary Ylaucoma, thie lens \ undergo 
. ae absorption and leave only the Capsulal 
: 
eso lental ue (figs, 15, 16, 17, 26). Or, 
se. disease a he lens may undergo partial absorption 
Ing pw and be seen a a contracted globular 
mal th Oceasionally a postenor 
(oO) ( fiemorr| be 
lo appear several MBs ( most Olli emorrhage may be 
llw af te cle ‘ f the 
| 
lens border protrudes through the dilat 
pup part culariv on the 
(fig. Histanes | lhe ims usually shows 
iped. The les pertectly of whiue course | ( tlucdson,'? 
terior ¢ harnbe 
Stil anastomose with the bl 
opacit retrolental tissue. [da M 
the lens, that seen in the fetus fi 
with the iris, and touches the otten 
om. 4, /, 12, 21, 22, 23, 2 poor! 
by lyon’). in th mr | 
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the iris. Remains of the fetal pupillary 
membrane have not been noted as a fea- 
ture of the disease. 


(;laucoma 1s a common complication 
and, as stated, it seems to be caused 
usually by the swelling of the lens. It 1s 
doubtful that the cause is malformation 
of the filtration angle because glaucoma 
is not encountered in the early stages, 
but only late in the course when the an 
terior chamber becomes more shallow or 
is even obliterated by a swelling of the 
lens. A second cause of the glaucoma 
may be spontaneous hemorrhage in the 
vitreous or in the perilenticular area. 
Iris bombé may occur from posterior 
synechias and promote glaucoma. If the 
glaucoma continues, buphthalmos en 
sues. These buphthalmic eyes trequent 
ly exhibit an opaque cornea due to the 
apposition of the lens and iris to its pos 
terior surface, The globe may then pro 


ceed to atrophy, possibly with band 


keratopathy (figs. 10, 14). 


NATURAL HISTORY OF DISEASI 

ln lesser deygrees of the lesion, 
when only a small patch of tissue lies 
alony the posterior surface of the lens, 
the progressive chanyes noted are mere 
lv those secondary to contracture of the 


They 


selves by a gradual pulling of the ciliary 


retrolental tissue manifest them 


processes further and further centrally 
and by a shrinkage of the lens. There 


fore. 


been minimal changes and which have 


some cases in which there have 


not developed serious complications may 


be seen vears later. | have followed a 
case of this kind from the birth of the 
patient, 14 years ago, until the present 
This is the only case | have seen which 
has not developed complications leading 
to the loss of the eye excep the treated 
cases and the three cases discussed in 
Group Il, on page 2&1 
lesser manifestations of the disease are 
that we can that the 


SO TATC AsSUTTIC 


Hlowever, these 
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affected with 


because 


yreat majority of 
are 


retinoblastoma is suspected or they un 


eyes 
either enucleated 
dergo changes which lead to serious 
complications and usually to loss of the 
eye. (Of course, persistence of the hy- 
aloid artery and persistence of the pu- 
pillary membrane are seen in adult eyes, 
but | have never seen, nor has any col- 
league of whom | have inquired seen, a 
single case of uncomplicated full-blown 


in an adult. 


in the literature the only identifiable 
cases Of PHY in adults, or in those ap- 
proaching adult life, are the following: 
(1) Ruhwandl’s case.2° The patient was 
31 years old and had a partial (area 3 
to4 mm, in diameter) (2) Lane’s 
case.” The patient was 14 years old and 
had a partial (nasal one third of the lens 
PHV. (3) 


The patient was 12 years old, 


involved) Von Grolmann’s 


case 
and a spontaneous absorption of the 
lens had apparently taken place without 
corneal changes and without secondary 
vlaucema, (4) Vos’s cases? One pa 
tient was 20 years old. There was ac 
which enu 


Anothet pa 


liere again vlau 


companying glaucoma for 
cleation was performed 

tient was 17 vears old 
and an enucleation 


Straub’s case.* 


COMlda Was 


Was per formed (5) 
The patient was 20 years old and had a 


lens and hvaloid artery 


with shrunken cataractous 


have culled trom. the patholo col 
lection of the Institute of (Ophthalmol 
\rmed Forces Institute of 
Pathology ten hac 


Joi lure of 


ogy and the 


olobes which been 


enucleated with the clinical 


opaque cornea, band keratopathy, and 


sceondary vlaucoma (may be buphthal 


mos). but which Upon microscopie ex 


Mstances 
> 22 


amimation really proved to b 
unrecognized \ (figs 


24). | 


cases of climeally trom their eat 


have personally followed live 


ly, uncomplicated state to their sad cul 


2 
ret 
jr 
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nae 
Ser 
~ 


13, 14). In the later 
picture 
that common to other conditions 


mination (figs. LO, 


Stages the clinical merges mto 
(cor 
neal scarring and glaucoma) and _ the 
correct basic diagnosis of PHY mav not 
be made, or can be made only by sur 


The course in cases of PHV seems in 
variably il] fated for 
(1) swelling of the lens due to a spon 


two reasons: 
taneous rupture of the posterior cap 
79 


sule (see Pathology, and (2) 


spontaneous hemorrhage 

The 
leads to a narrowing or an obliteration 
of the filtration angle 7, 12, 18, 
21, 22, 23, 24) and thus to secondary 
The lens, 
in front of it, 


swollen and = cataractous lens 


(figs. 4, 
glaucoma as well as the iris 
protrudes towards the 
posterior corneal surtace where if con 
tact and adhesion occur, corneal edema 
and scarring ensue. If corneal contact is 
thie re secondary 
there coe 
complet (yt partial absorption of the 


lens with (fig 17 ) ()1 


not made. will be no 


corneal chanves. but occur 


\A ithout (figs 15. 


The 


absorb. partially (oT completely, 


lf) secondary lens 


glaucoma 
leaving 
only a membrane which may harbor eal 
cium or capsular remains. Or, the lens 


mall. 


partially ili vlobulay 


may to a white 


spontaneou hemorrhage 
to occur around the fourth month after 
birth and may be of a minor degree 
with absorption (tig. 20 md ono oun 
toward sequelae. More often. however 
which thi (fig 
13, 2 he hemorrhage may be 
the ret ts 
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exude, This deep vitreous and Posteriol 
chamber hemorrhage may lead to glau 
Coma, detachment of the retina, and/or 
eventual atrophy ot the vlobe 


RENTIAL DIAGNOSIS 
Ketinohlastoma 


More 


simulates retinoblastoma and is. 


there- 


than any other lesion, 
fore, the condition most frequently con- 
fused with it. Most of the specimens of 
PEIN tor 
able 


with a 


study are avail 


because the eyes were enucleated 


Crp rte 


mistaken chagnosis of retino- 


blastoma. The differentiating points are 
the tollowing: (1) Miu rophthalmos ts 
not present mn retinoblastoma but is usu 
itself as a 
just back of the 


ally seen to 
(2) PHA 


CONCAVE, Opaque tissu 


some degree ain 


grten manitests 


lens, Retinoblastoma would 


never vive 
this picture unless the vitreous were 
entirely tilled with tumor tissue which 
lay th of the 
lens. (3) Leyes affected with PHV have 


abnormally shallow anterior chambers 


Such i not the case with eves atfected 
with retinoblastoma. (4) almost 
invariably manifests long ciliary 
Which are isthle wath the oph 


attected 


lumination 
loma never 
attected 
chanyes 
attected with retinoblas 


ado neo 


( € altaract 


pratien \ coy 

thie on troy direct observation 


hig) ‘ «correct aly 


val hen a Untiateral 
vhat croph 
re there histor of 
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processes IS pathognomonic, Lastly, the 


presence of a very shallow anterior 
chamber is substantiating evidence in 


favor of VHV. 

Judging from the histories of patients 
with PHV whom I have seen clinically, 
as well as from the histories of the pa 
sections 
available, | find that 


diagno ha net 


V hom 


tients on 
showing PHV are 


the original 


rrile 


infre 
quently been congenital cataract. The 
attacked surgically, and 
enucleation was performed only 


Cataract was 
after 
one ot several 


subsequent develop 


ments: (1) when the fibrovascular mass 
was later noted back of the lens and sus 
bein: retinoblastoma 
the dense fi 
encountered back of the lens 


mated 


pected of 
(2) 


brous 


when the nature of} 


was not appre and therefore was 


not handled properly 
plication 


urgically, and com 
such as hemorrhave and sec 
ondat \ urred: (3) when 
unsuccessful 


ettect 


attempts were 
made 


the tissu: 


an adequate opening in 


Ketrolental bibroplasia 
retrolental fi 
PHY, 


seldom purely 


lt is rare tor a case ot} 


broplasia to be contused with 
Retrolental tibroplasia ts 
unilateral, In almost 


CVCTY Case 


evidence of the sequelae of an active 
retrolental fibroplasia can be scen in the 
fellow eye at the periphery of the fun 
dus when the patient is examined under 
general anesthesia, (iccasionally, how- 
ever, there do occur cases of retrolental 
fibroplasia in which no evidence of the 
fellow 


disease can be seen in the 


eye. 


Twice | have been unable to say with 
certainty that such cases were not in- 
stances of PHY, the difficulty being due 
to the fact that the affected eye in both 
diseases 1S somewhat microphthalmic, 
and the 


anterior chamber 1s shallow. Prematurt- 


ciliary processes are visible, 


tv, of course, seems to indicate retro 


lental fibroplasia, but the disease does 
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birth 
is no reason why 


occur in infants with normal 
weights, and there 
PHY occur in a premature 


mfant. In PH V the ciliary processes are 


could not 


seen because they are abnormally long 
and incorporated in the periphery of the 
retrolental tissue. In 


fibro 
plasia the normal-appearing ciliary proc 


retrolental 


because the 


esses are seen contracting 
retrolental tissue drags the ciliary body 
centrally and the processes are seen in 
relief against the light background of the 


The 


corporated in the periphery of the tissue 


fibrous tissue processes are not in 


In cases of retrolental fibroplasia an 


accompanying cataract is almost unheard 
of, and when such cataractous changes 
in the form of 


do occur, thy usually 


vacuole al the equator! ot the 


localized 


lens adiacent to the most severely in 
By contrast, 


in PHY cataract is common and begins 


volved sector of the fundus 


at the posterior le. 


[here comes a time 1 he late stages 
of PHY 


when the clinical 
that 


ot othe ce maitions 


pri 


mate 
Then there is 


common to. the 
stave 
seen a partially or totally opaque cornea 
with or without secondary glaucoma. o1 
with or without atrophy or phthisis ot 
the eve. In the final stages of such oph 
thalmic wrecks it 1s sometimes 


sible to state what 


underlying bast 
pathologi condition led © the terminal 


Stage, 


Dy lasia 

This condition is bilateral in mentally 
retarded infants or in young children 
manifesting 


alies.?9 


multiple congenital anom 


DEPARTURES FROM THE USUAL 
CLINICAL PICTUR!I 
PHY, as interpreted and depicted in 
this 
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report, is a well demarcated en 


are. however. rare cases of 


which exhibit unusual features. 
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larger told usually being below. At aa esotropia Cand ox 
er time the diss ite mav ca but th need mot 
se M considered a surgical probl cot thre 
I) iT hich prevents a clea 
ippraisal, The element in this 
type of cae in order to preserve the eye, the sur 
oft gical objective is to handl itistactorily 
tissue, 1] of hemorrhag pore 
& nother rare all en elf in two ways: (1) Spontane 
All IT] colobon (hig 27a and 27h) me thi, le i? i thy 
hie ele ATIOL UU ually thi about th th re Cc toy be 
= ciated hyaloid artery are local the nothing that can be done. This deep 
: hey bate c| cil thie of 
hen) ole lar] blood. with Or 
vithout cr | riley 
. th from 
and 
bl: 
hel heath 
Ussuc, Cases in | isco in | 
this al those (2 ana ab orb 
CASES cle and versbu ch how 
when Citic 
of 
¢ * closure of the opening, as well as more 
erious complication 
a The cases in this series fall into five 
separate 
% should resy 
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opening after a needling followed by a 
discission, 


l!. The cases m which there has 


been a spontaneous absorption of the 


lens and only the retrolental tissue re- 
mains; no secondary glaucoma; no sec- 
ondary corneal changes. 

I11. The cases which have shown evi- 
dence of deep spontaneous hemorrhage. 

IV. The cases which have been er- 
roneously diagnosed as congenital cata- 
ract and have been unsuccessfully oper- 
ated on by the usual surgical proce- 
dures employed in these cases. 

VY. The cases that have had no treat- 
ment but in which the natural course of 
the disease has led to glaucoma. 


These five groups will be separately 


discussed. 


1, karly Uncomplicated Cases 

The procedure here is to remove the 
lens by one or more needling Operations 
and then to do a discission through the 
fibrovascular tissue, The lenses in eyes 
affected with PHY are rather small, and 
therefore, one needling usually suffices 


to accomplish complete absorption, The 


eye is ready, then, for the final discis 


sion in from four to six months’ time. 
In these cases the posterior hbrovasecu 
lar sheath varies considerably (figs. 5, 
6,7,8%) froma rather thin fibrous mem 
brane to a tissue with a thickness even 
greater than that of the lens. Further 
more, this tissue may, in rare instances, 
contain cartilage (fig. 8). We must ap 
proach this fibrovascular tissue, there 
fore, with the sharpest cutting instru 
ment available, and | know of none to 
compare in this regard with the Gries 
haber knife after the 
type designed by Wheeler. With such a 
knife, which must be exquisitely sharp, 


a vertical incision is made through the 


discission made 


tissue. Because of tension from contrac 
ture. the tissue usually retracts marked 
ly after being cut, even to the point 


where it hes behind the iris and leaves a 


REESE 


24a and 29b). 
The thicker the retrolental tissue, the 


round black pupil (figs. 


less it seems to retract, so that in the 
eyes with the thickest tissue the opening 
may be only a sht. The hyaloid artery 
enters the retrolental tissue nasal to the 
center so that the discission, in order to 
avoid the artery, should be made care- 
fully in the center and certainly with no 
deviation nasally. The type of discission 
which has been employed is that reeom- 
mended by Wheeler except that instead 
of one sweeping motion, several, slower, 
sawing motions are desirable. 


Postoperatively, there is a tendency 
to the formation of posterior synechias, 
even though careful measures may have 
been taken to obviate them. The iris in 
these cases 1s usually rich in blood ves- 
sels, and synechias are known to form 
even when no surgical procedure has 
taken place. [especially after surgery, 
and particularly in the period following 
the needling operation, careful attention 
should be given to the use of mydriatics, 
If synechias are present when the dis- 
cission 1s made, and if the pupil is ad 
with a small diameter, the dis- 
should 


sphincter area of the tris 


herent 


CISSION include a hit of the 


(fig 40). 
Sometimes it seems well nigh impossible 


to prevent the formation of synechias 


| have treated. manne! de 


scribed above, 16 eyes belonging to 


(group |. eleven of the eves have black 
pupils (figs. 29, 30), the fundus details 
are sharply seen, and the fund appeal 


normal. A hvaloid artery is seen in four 


of the eves, One case Was a farlure ‘ the 


eve manifested old brown blood during 
the cperation, indicating deep hemor 
rhage, and intractable glaucoma ensued 


(on four eves the survery has not been 


completed, (1) In on oozing of 


blood covered the newly established pu- 
pillary opening and led to a thin pupil- 


larv membrane. Another disctssion will 


he necessary. (2) In anothes the lens 


re 
ar 
: 
. 
. 
| 
a 
= 
has 
5, 
|: 
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matter has been dissipated by a needling 
and the eye is now ready tor a discs 
sion, (3) In two a needling has been 
done and we are now waiting for lens 


absorption, 


Krom the study of eyes 
with PHN we that the 
im situ and that it apparently contains 
all its Furthermore, 
the fovea seems well formed. Theretore, 


know retina 1s 


normal elements. 
these eves are expected to be capable ot 
good We 
tained vision as good as 15/20 in one 
(fig. 30), but usually it ts 
10/200 to the counting of tingers 


thy aphaki correction, Some of 


reasonably vision have ob 


case trom 


with 


tients are too young to cooperate, Mor 
over, | am sure some of the reduced vi 
attributed 
obstruction of the pupillary area and the 
\Ithough the affected 


CVe Is sont what smaller than its fellow 


sion can be to disuse from 


resulting tropa 


amount of hyperopia present lt is my 
feeling that these eves have the Cal poate it\ 


to develop better vision through uss 


if / 
ular 


Spontaneous 
with Only the Posterior bib 
Sheath and No 
Complications Sut as 
Secondary 

Wi have had only 
15, 16 


tions develop 


lhsorption 
(,/aucoma ov 

( hande: 

three of these cases 
because usually complica 
l te loss of thie 
had 


aL 


(fives 


Two ot the ca have 
CISSION performed othe 
each (cist 


scribed thi vroup 


a good opening was obtamed. The fund: 


have a normal appearance and om 


shows a hvyaloid artery lhe visual re 
sults are th 
third im hy. 
late 


Hii 


morrh 


had 


in} (sroup 


hetore 


tion ma 


hang: 


the presence of old hemorrhage Thhay be 


noted at the time Of Operation when 
dark blood, siderin, oor cry stals, escape, 
Whenever there has been evidence of 
past deep hemorrhage inl the eye, we 
have not had a= sucecesstul outcome. 
There are nine cases mm our series which 
fall into this yroup four of these cases 


were Inlateral 


IV. kerroneous Diagnosis 
(Congenital Cataract) 


(one of our patients was said to have 


had a congenital cataract tor which sey 
eral operations had been pertormed, It 
is difficult to determine trom the history 
exactly how many operations were done 
When 
the 


and of what nature they 


the child 


last ration 


were 


Was seen two vears attet 


nital 
buphthalmos was present 1 he pressure 


was reduced to normal by a evelodia 


thermy operation 


Anothet nit Was have hac 


conventtal cataract ana 
(the 


known 


tron nature of which was) un 
hac heen performed 


When we 


hibrova 


fort to remove the “cataract 


thie patient thie posterior 


cular heath Wal pore ent \ 


was cone lhis resulted in a black pu 


normal 


group 
tor which no treatment 


theuy 


ai 


Cr lite 


heen 


i 

tread with 


hres 


ithermys 


lent 


(sroup | 2in 
oan (sroup 


ecitient determration In 


have 


heen 


t 
} 
Wittl 
Vas given 
yelling. 
ithout corneal scarrmny. 
i (it) if} tle Atl Be 
Phe 14 eves which have been succes 
in one SUCCESS own no sub 
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months to two years since the last oper- 
ation, and in 6 it has been two to four 
The 1] 


probably saved 


years since the last operation 


cases in Gsroup | wer 
from the secondary glaucoma and cor- 


neal change have devel 
oped subsequent to lens swelling. The 
ssful (sroup I] 
weathered the hazards of the 
the fi 


brovascular sheath covering an aphakic 


whi h would 


two succes CASES in 
natural 
disease and were left with onls 
pupil The same holds true for the one 


case salvaged in Group IV. 


| have found only two references in 
the literature to a premeditated surgi- 
cal plan to cope with PHY, One was by 
(ollins,' who cites two cases thought to 
cataract in 
which the tissue could not be cut but 
was dislocated or couched, He later 
PH and ad- 

vocated needling of the ley to be fol 
lowed later by displacement or couching 
of the retrolental tissue. The other was 
by Wolfe advocated 


the lens cutting 


unilateral congenital 


Tat ntitied the condition as 


who removal of 


and dragging the 


tissue free of th pupillary area 


It possibl that the surgery we have 


undertaken, which consisted of elim- 
inating the lens and making an opening 
in the tibrovascular sheath, had no effeet 
would suffer 


The 


surgery 


(onl whether or not the 
hemorrhage, 
that the 


obviated so-called spontaneous hemor 


Spontaneous 
possibilitv, however, 
rhage im some instances cannot be dis- 
revarded Wi that the 


lar sheath undergoes progressive con- 


know fibrovascu- 


tracture and that mn time it becomes 
avascular, The constant and progressive 
contracture of this tissue leads to tre- 
mendous traction on the ciliary proc- 


These 


CSSECS pron CsSses, as well Aas the 


ciliary and iris, are abnormally 
congested with blood vessels, 1s likely 
that this constant traction on the ciliary 
leads to 


hemorrhage. The relief of this traction 


processes 1s what eventually 


by the discission made through the fi- 
brous tissue may be a factor, therefore, 
In preventing such The 
fact that there has been no hemorrhage 


hemorrhage 


or othe following SUC 


cessful surgery seems to bear this out 


COMP ations 


MARS 
| hie clinical dppearance ()] jt sistent 
hyperplastic primary vitreou 


ATIC) 


1s bizar re 


sometimes unrecognized 


The 
stantly changing, leads 
and loss of the eve 


which 


tO ¢ ompli ations 


clinical cours con 


leated } cause 


The eyes are 


] OF su pected tinoblastoma. (2? oft 


intractable glaucoma, (3) of unsightly 


from the cornmeal Carry 
and atrophy of the lobe 


appearance 


hrequently with PH\ 


salvaged hy 
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FIG, 


f-months fetus showing 


section. Of 

vascularized 
primary vit- 
reous. The hyaloid artery 1s at b. (Taken 
Bach & Seetelder \thas zur 
\uees, 1911) 


fibrous tissue d, COMPOS 


lunygsyes hichte des menschlichen 


kits, 2 A normal 7-months tetal eve 

the character of the primary hack 
the lens. (Lent through the courtesy of Dr. 
Haden) 


showing 
Vitreous 


\{ normal. 7-months tal eve with 
lhe primary vitreous 


cone with the 


haped TissStle 
lens and the apex at the disc. 
(lent through the courtesy of 


black 


hyperplastic 
resected to show 
! treous in fetal 
a~——hibrovascul: it lens; b 


cs 


} \ ister 
vitreous 


the similarity 


hvaloid ATT iW 
swollen 
Section of this e& 


against cornea, 
figure 7 
hit, 5 \ section with persistent 
hyperplasts us he hyaloid artery 1s 
There 
capsule ot the lens at the 


long \ pr 


seen posterior retrolental tissue 
is a rupture © 
poste (iT le ‘| hie 


tend tor the 


cesses 
fibrous tissue 


iG, 6—A section of an eye with persistent 
hyperplastic vitreous. The fibrous tissue with 
the nasal side 
of the lens and into this the long 


(AFIP 


the hvaloid artery is shown to 


pro 
extend 


\ section 
hiv pe rpla stic 


with persistent 

There is a break in the 
posterior capsule ot the lens wit! adjacent 
swollen and 

protrudes, haped, through the pupillary 
area. It totiched the cornea in vivo but has 
retracted during sections. 


vitreous 


cataractous chang The lens 


Coolie 


pre paration OT the 


Same eve as shown in figure 4 


bit, \ 


section an eye with persistent 
hyperplasts 


vitres of the kidney 
shaped lens mass ot 


| q 
filers | It Ate several areas 


Sarre ciliary 


the fibrous tissue 


elements and 


Fi(,, 9—The climeal appearance of an eye 
with persistent hyperplastic vitreous. The dens- 
est part ol 
When the 
(right) the seen. 


This eye was successfully operated on and the 


the lesion 1s noted in the center 
periphery ,| thi tissue 18 viewed 
long ciliary proce sses are 


final result 1s shown if) figure 29-B 


4 4 
J.) 
at 
ac A 
’ | | 
LEGENDS 
: 
‘ 
ae 
we 
a 
te 
cle 
ae 
} 
cs 
4 
] roce 
Csse 
extend 
: 


per 


Phe cierTiscst 


if 
Ti ( 


Titic ie 


alm 


ant 


ully operated 


| 


peripher 


it, 
\nteriot 


ATe CCT) 


dt 


rplas 


contracture 


present 
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sistent hype rplastic 
overs the posterior 
portion 
yond the equator of 


T \ processes 


ated twe 


and an opaque 
persistent 
artery 


hyperplast 
cataractous at 
lens causes 
The 


t hie 


llen 
CTior hamber 


> 


stent hyperplastic 
Cata 


1] 


Trieste 


lilate d, 

i the 
pupillary 
An he si en 
lens 
ited ssels 
on and 


i] the 


later 


pret 


I 


istic 
\ ab 


pulled 


centrally 


IRS 


persistent hyperplastic 
undergone spontaneous 
shrunken 


i translucent 
ify ATCA 

vering the pupuil- 
sec ndary 


intractibl 


was leate d 


lenticular rema 


een here in the pupillary 


obliterated by 


syrneci As 
stent 


llemorrhage 
the fibrous 


per 


interior 


¥ 


hyper 
hrunk 
is a 


h 


\t 
occurred 
cular tissue 


tbsorbed 
14 
ntracted 

re centrally 


ith the 
brovascular 
irtery enters 
ericg 


not 


lirtace 


corneal 


} it, \n eve w th | i l, \ eve wit! 
vilreous W part ally vitreous iens as | 
nasal surtace of the let absorption exccpt tor 
the lens nasally th are hie iris is rich in bl 
scen. This eye was and a half — tend onto the fibrous | 
cornea. Section the viaucoma and the eve 
Kile, Phe enucleated globe showing the 
disc. The shown in 17A can 
rea he angle 
| the gouterior pole. Th area. The ang 
A can be seen around the periphery 
on tissue. B—Left ev There are 
nechia orm paciheation, and secondams 
ractou Live ! hown m 
: * W tel t touches the cornea 
When the pupil was miotic the iris was pushed 19--A case of bilateral persistent 
ae lorward, pyramidal ped plastic vitreous. In each eye the le 
<i wollen lens extended be fibrous tissue around the periphery of mq | 
Ji marein iT’ | ire’ tive cyl il here ectropion of 2 
indistinct thie thie pigment theliuy thre 
ise ot pet tent hyper- 
| cyt VA ij Css] ‘ 
piastic vilreou wed tor 14 Cul lhere 1s 
13A\--An eye with persistent hyperplasti 
vitreous shown cnorruagce 
S lary margin. The patient was 4 
the ave ot 4 mor hemor 
lhe same eye four Hi ver the surtace ot the fibr 
with corneal Ofcihiication hemorrhage vradualls 
4 te: the processes have Phi eve 
where the Are een between the equator of 
eye had a typical persistent hy | The | 
s lens and t pupillary margin he lens 
, part cataractou bpacent the 
a he eve wn here seven years later with 
anteriol ri is, Central corneal opacihica 
tion, almost tot bliteration of the anterior kits 21--An eye with persistent hyperplasts 
chamber kKerate patl ‘ sitreou le ited re if carrie n na, 
mcomtortabl lishwuring lhe part illy 
OF | pontan rption cormmea Mack of the en) 
iT p! ted ti] peril «Try ‘ | ‘ 
Ol pet tent itreous Wa 
j CAlise | thie (| \] |}? I Rate 
| 3 hits 16 An eye with persistent hyperg hits, 22--An eye with pe tent perplasts 
vilreou icy is been complete] is enucleated wit clinical diagn 
sorbed f i nticulas remail 61S advanced lL here partially 
the W land | tissue above. The fibrous absorbed lens, back of fibrovascular 
Tissue ndergone and with lor proce nsertinyg in- 
the cilary processes far No it. The iri wainst the posterior 
it the cornea. There are secondary 
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changes. The hyaloid 


other sections 
23—An eye with persistent hyperplastic 
vitreous enucleated because it 


artery was present in 


was blind, un- 
There is an al- 
most completely absorbed lens, back of which is 
the fibrovascular sheath with the hyaloid ar- 
tery inserting into it. The 


comfortable, and disfiguring 


anterior chamber is 
obliterated and there are secondary corneal 
Persistent hyperplastic vitreous was 
enucleation. (AFIP no. 


changes 
not suspected befor: 
96,585) 


24--A blind disfiguring eye not suspected 
of having persistent hyperplastic vitreous be- 
lore enucleation. The partially absorbed lens 
is adherent to the posterior surface of the 
cornea, There is a thick fibrovascular tissue 
into which the hyaloid artery inserts. (AFIP 
no 211,920) 


hiG. 25—-An eye enucleated because it was 
a retinoblastoma suspect. There is evidence 
of old hemorrhage with organization and con- 
tracture. Back of the lens is persistent hyper- 
plastic vitreous occupying the funnel of the 
completely detached retina. 

IG. 26 
vitreous 


An eye with persistent hyperplastic 
enucleated because it was a retino- 
suspect. There is complete absorp- 
tion of the lens with only the fibrovascular 
tissue remaining. The hyaloid artery can be 
coursing tor a short 
to the tissue. (AFIP no 
27--Persistent hyperplastic vitreous as- 
sociated with a coloboma of the iris and other 
TI ofa colored 
infant who died at the av: months 
were multiple congenital anomalies 
out the body. A \ sect 


bla stoma 


seen distance po 


169. 


terior 


congenital anomali« 
There 
through- 
level to 
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sheath with 
A sec- 


show this tissue ex- 


fibrovascular 
id artery inserting into it. B 
another 


show the 
the hvyal 
tion at 
tending 
terior 


posterior 


level to 

hrough an iris coloboma to the pos- 
surface of the cornea, The fibrovascu- 
lar sheath shows densely pigmented melano- 
blasts. (Specimen lent through the kindness 
of Dr. Bertha A Klien) 


RIG (ases in which the hyaloid compon- 
ent predominates. A—A small disc of opaque 
tissue is just posterior to the lens, and 
from this the hyaloid artery courses toward 
the disc. A vertical retinal fold extends across 
the disc. B-—-Section of an eye with a lesion 
similar to that seen in (A). (AFIP no. 543, 
207) 

FIG, 29—(A) An eye with persistent hyper- 
plastic vitreous after almost complete disap- 
pearance of the lens following a needling. 
Around the periphery of the fibrovascular tis- 
sue are the ciliary processes. This is the 
appearance of the eye just before the discis- 
sion was made, (B) The appearance of the 
eye after the discission showing that the 
fibrous tissue retracted to such a degree that 
a round black pupil is present. The fundus is 
normal which 
is depicted in the drawing extending from the 
disc to the part of the fibrous tissue 
has retracted back of the pupil. The 
clinical appearance of this eye before surgery 
is shown in figure 9 

30--An ey 
vitreous alter surgery 
vertically oval black 

ide of the pupil the 
to the dis 


Vision. 


SCCT) 


except for the hyaloid artery 


nasa] 
W hy 


with persistent hyperplastic 


The insert shows the 
pupil Krom the nasal 
hyaloid artery extends 
Otherwise the fundus 
15/20 with aphal ic cor- 


posteriorly 


is normal 


rection. 
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Symposium: Congenital Glaucoma 
PATHOGENESIS OF CONGENITAL GLAUCOMA: 
GONIOSCOPIC AND MICROSCOPIC ANATOMY 
Ropert N. SHarrer, M.D. 


SAN FRANCISCO, CALIFORNIA 


THe term “congenital glaucoma’ juvenile glaucoma,':'’ it seems to the 


applies to those cases of increased intra 
ocular pressure in which the decreased 
aqueous outtlow is due to defective em 
bryologic development of the eye. In one 
group of these cases, symptoms are 
present at birth or appear within the 
first three years of life. These are known 
as infantile glaucoma. At this age, the 
ocular structures are so elastic that in 
creased intraocular pressure results in 
the distended eyeball known in bygone 
years by the picturesque terms “buph 
thalmos” and “hydrophthalmia.” 


After the age of three, the cornea and 
sclera become more resistant to stretch 
ing, and it the intraocular tension rises, 
a chronic simple type of glaucoma re 
sults which merges into the adult or 
senile form of Open angle vlaucoma.<4 
This is called nile glaucoma. Since it 
may occur between the AVES of three and 
thirty five, cases of this type do not form 
an etiologically pure group 


ILUVENILE GLAUCOMA 
\lthough there are reports in the lit 
erature of children with infantile glau 
coma whose siblings were afflicted with 
the juvenile variety and there are 
other papel which state that the angl 


anomaly the mil critile and 


members of this symposium that infan 
tile glaucoma and the juvemile glaucomas 
represent separate entities. It 1s known 
that faulty genes may cause developmen- 
tal defects for some time after birth. As 
a result, there may be contusion in di 
aAgTIOSIS in the tirst decade between a 
juvenile glaucoma and an infantile glau 
coma Which has had either a delayed on 
Set or a spontaneous re solution. 
ly, in the period from the second to 
fourth decade of the pratne nts lite it be 
comes imereasingly ditheult to separate 


the congenital from the degenerative 


disease. In this age group there are eyes 
with a narrow angle which may have 


typical attacks of acute glaucoma. There 
are other cases which are indistingutsh 
able trom the open angle glaucoma of 
the acdult NO dogmatn statement can be 
rac as to whethes these should be Coon 
sidered as congenital in origin or as the 
premature development of a degenera 
live proc 


The true congenital juvenile glaucoma 
may present no angle anomaly visible 
gomoscopically to explain the condition 
ln Case the trabecula may be 
longer than usual and the line of Schwal 
bye prominent Llowever, similar 
findings have been noted in 15 per cent 
of routine eye examinations by Burian. 
orale Hen.’ processe 
and large or entire sheets of ir troma 
may circle the angle rece extending im 
a variable pattern and for varying dis 


tances) Oovel the trabecula more 
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severe torms of this phenomenon make 


up the yndrome of Axe rife OF pu 


nor embryotoxon, which is inherited in 
a dominant pattern, ac ording to Fall 

The milder anomalie CSCADC clint 
cal note but should be grouped under the 
ted by Strerff. 


Increased intraocular tension may 


Sallie heading, 
neve} 
4 problem in these cases. or it 


late as the fifth decade of 


become 

May appear a 

life. 
Pigmentary glaucoma, described by 


Sugai and (alhoun,?! must also be 


bit, | Anterior chamber angle of normal infant 


meridional fibers: CR 


ciliary body 


considered in the differential diagnosis 
of Ally youny pcrson with reased 
traocular tension. However it is mnprob 
able that it can be considers ad 
tal glaucoma. 


GLALCOMA AsSOCTATED WITH OTILIER 


ANOMALIES 


Aniridia, or irideremia, is inherited as 
a domimant characteristi The rim of 


remaining iris is usually visible only by 


SHAFER 


AMER 

oOo. &o, 

is lifted 

trabecular area. some- 

(Otten 

increased tension is de- 
life 


Schwalbe’s line 


or the Sturge Weber 


Congenital 


vu Hammeus. 
vn lrome condition 
usually unilateral. It is fre- 
quently complicated by increased intra- 


which mav hb 


which 1 


tension 
pirth. but the 


oculay present at 
elevation May not ap- 


looks 


glau 


eral Y@aTs lhe 
ke that in 


pear Tor 


omewhat | infantile 


eye, Schlem: spur; 


(Shatter) 


coma, though some cases have greater 
vascularity of the iris and angle. There 
angioma of the 
choroid and of the brain. Since Barkan 


has reported that may be 


1s often anh ASSOM rated 


fective in controlling the glaucoma in 
both aniridia® and in nevus flammeus,? 
it seems probable that the angle anomaly 
is the cause of the vlaucoma 
Neurofibromatosis is an heredo- 
familial disease in which the glaucoma is 


always unilateral. as are the facial 


lg’ al Ist 
ine Onset OF the 
oss, laved into adult 
* 
a 
; 


P 
x 
R 
‘ 
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af 
M 
chang \ndet tates that the mother Pron uch condition ru 
trophied it \ anid dittu bella line loxemla, OF hy pox could 
thickening thi choroid dppear to part in ral how the evi 
constant change air characteristi dence indicate Inheritance as An 
change in the angel thie presence of tutosomal recessive character} tic, 
an heet of t) Ue up cord ny te ball and to bey 
on the trabecula belref upported by the multiple 


NFANTILE GLAUCOMA 
lrue, primary infantile glaucoma 


anomaly 


the 


caused by of ocular ce elop 


than 


ment m 
able that ayvents 
genes might be 


fetal period IS COMCETS 
lef clive 


ss of 


other 


porsibl 


occurrence Of the disease in the ollspring 


Of lwo thirds 
proportion are bilateral, Other anom 
uch as congenital heart disease, 
mental deficiency and pyloric 
stenosis, may coexist 
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Pathologic and Gonioscopic Anatomy 


The vast majority of anatomic speci 


mens available to the pathologist is made 
After the 


up of badly damaged eyes. 
failure of numerous operations, enuclea 


tion has been performed because the 


eves were blind, painful, or cosmetically 
distiguring. These distended 
pathologic museums, but in themselves 


can offer little evidence of 


the primary 


defect responsible for the 
mtraocular 


increase in 
tension, It is of interest. 
however, that changes similar to those 
of early these 
when they have het heen 
badly damaged 


specimens are seen in 
large eve: 
Pathologic changes of 
late infantile glaucoma will not be con 
sidered here 


In this paper, study will be limuted to 
the FOMOSCOPIC anatomy of early cases 
and to the pathologic microscopt anat 
omy ot eyes which have had little or no 
survical 


interference, and which have 


suffered no greater distension than that 


N. SHAFFER 


drawing of angle in infantile 


Schlemm’s« 


CVesS 
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yliaucoma, showing rite and 
canal; SS scler il spur, ( 


(Shatter) 


ciliary body: 


represented by a corneal diameter of 14 
mm, Until recently, the only eyes of this 
type in which the microscopic anatomy 
has been reported have been thos sum 
marized by Anderson? in his monumen 
tal work. A 


CASCS Is presented 


fifteen such 
(One of these had a 
partial aniridia, and another neurofibro 
matosis. In recent yvears Dr. A 
Maumenee has collected 
from various sources. 


maximum of 


lcdward 
fifteen eves 
which fulfill the 
same criteria. Members of this panel ATC 
indebted to 


him for his permission to 


study his cases, and for his help in in 
terpreting the pathologic changes 


The Tris 


In normal infant birth, the 


recess is not vet well developed 
(fig. 1) 


eves at 
angle 
Some of these anvles Cal) Te 
semble to some « xtent, the changes seen 
m infantile glaucoma. However, in the 
latter, the iris « an be seen muicrose opically 


to imsert directly into the trabecula, 


2 

300 

ft 

tee 

th 
: 

> 

te 
ay 


(ONGENITAL 


instead of onto the 
as in the normal eve 


anterior to the spur, 
cihary body ve (hg. 
|). This high insertion usually covers 
one fifth to one third of the trabecula. 
but in rare cases over one half of. the 
trabecula may be covered | hig. 2). 
Su ha block to Aqueous outtlow could be 
responsible for the mere ased tension of 


infantile glaucoma 


The first de 
scribed by Otto Barkan,” match the mi 


yonioscopic findings, 


POSCOptl finding toa considerable cx 


tent | 3). There IS angle recess, 


nor insertion of iris on the ciliary body. 


well de 


deleate 


The anterior. 1s il IS 
blue babu 
gray-blue strands of connective 


toward thi 


veloped. In eved 
tissue 
run radially Through 
this 


the angle, th 


ang le 
St mitransp irent tissue, as it nears 
pigment laver of the tris 
can be seen in arcade-like sectors. Varia 
tions of this picture are also seen in nor 
mal babies. As the vray strands and ra- 
dial blood vessels reach the inner sur 
face of the trabecular wall, they I ise, 
or are slightly picked up on the translu 
tissue 


cent The pigment 


sectors beneath this surface stroma also 


of the angle 


appear to be lifted peripherally. In some 
instances the anterior stroma swe eps up 
quite high toward Schwalbe’s line. This 
forms the “hook-like process” deseribed 
by Seetelder 
ous with the uveal portion of the tra 
becula.’! Ther 


cession of the anteriorly placed 7 1s and 


(fig. 4), and is continu 


is usually a definite re 


pigment sectors in the area of a Success 
ful goniotomy. 


I. The Scleral Spur and Ciliary Rody 
lhe leral 


nent in the eve 


spur is much less promi 

with infantile glaucoma 
than in the normal eye and is invariably 
well behind the anvl 


recess 


in the mi 


CTOSCOpL sections often be iden 


tified only by the insertion point of the 
radial muscle fibers of the ciliary body 


) 


(hig. 2). This condition is quite unlike 


GLAUCOMA 


that in the normal infant's eye. in which 
the spur is seen at the level of the angle 
In most instances. Lhe ciliary body in the 
vlaucomatous eye Is atrophic and poorly 
an explana 


the delaved onset of 


developed may oftes 


tion for Increased 
tension. It 1s possible that aqueous is be 

ing secreted at such a low rate that pres 
sure fails to build up at first. When in 
flow begins to approach normal, the de 
fective outtlow channels cause | rapid 
Increase in tension 


the cillary body IS 


seen as a Shadowy gray area. It is seen 
through the anterior iris stroma beyond 
and beneath its to the tra 
becula \ white area is seen just ante 
rior to it; at looks like the 
spur in the adult, though it may mere 


le ral 


attachment 
leral 


ly be tissue shining through 


the semmitransparent trabecular tissues 


When there is blood in Schlemm’s canal. 
it is seen definitely anterior to this white 


zone (fig. 3) 
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that the 


trabecula are 


ia 


mfantile 


learn 


Pore 


ec glaucoma than 


when the ATC normal also points 


out an abnormal insertion of the trabecu 


body rather than into 


This 


also of many of the 


mite thie oyly 
to be true 
studied by 
Hlowever 


the cleral 


specimen 
the present panel (fig. 5) 
when comparing photomicrographs of 
the trabecula of 


normal infant eves 


glaucomatou and of 
no consistent differ 
ences were seen. In addition to the vari 
ability in the degree of development of 
the angle at birth, the appearance of the 
trabecula 1s chanye considerably by 
slight variations in the thickness and di 
rection of the mi roscopic sections. Its 
thickness, 


and the size of the trabecular fibers are 


the number of nuclei present, 


variable and can be misleading. Although 


definite conclusions cannot be made 


from the mu roscopr appearance of the 
trabecula, it does seem probable on 
the basis of the clinical findings and the 
results of goniotomy that there 1s some 


defect in the permeability of this tissue. 


Certainly in some pathologic specimens 


and eyes seen gonioscopically, the ante 
rior iris insertions are not high enough 


in themselves to stop filtration (fig. 6) 


(somioscopically, the trabecular wall is 
more transparent than in the adult. Otto 
Barkan’ believes it is not as trans 
parent as inthe normal infant. This sur 
face has a definite shagreen as seen by 
oblique illumination, looking almost like 
stippled cellophane. It is continuous with 
the anterior irts stroma and probably 
represents part of the uveal portion of 
the trabecula. The thick translucent 
tissue behind it is the bulk of the corneo 
scleral trabecular fibers. Grray fibrils of 
anterior with radial blood 
vessels can be seen lifted up on its sur 
Some of them turn back down 
through the semitransparent trabecula 
toward the cihary body (fig. 3). Barkan 


iris stroma 


face 


‘VER 
oro. & oO. 


that the angle wall 1s more vertical 
with a trabecula lle be 
ves that this has no 
i| enlargement of these cases 
have 
reticulum 


with 


19 
State 


normal 
relation to the 
cat 

Mlany authors 


1 
‘ 


spoken of the 
which fills the 
of the eye infantile glau 


coma IN 


that there 1s 
lle thinks 
normally placed, but that 


no high msertion of the iris 


that the iris 1s 


the abnormal mesodermal tissue |y ing on 
lop of it gives the gyomioscopic appear- 


ance Of a high insertion. 


Infantil 
pur; 


lhere Is doubt that ther 


ripheral anterior and continue up 


over the wner trabecula. our 


stuches we have come to believe that this 


represents the uveal portion of the tra 
becula soblas 


and not an abnormal 


tic tissue occupying space m an other 
itself 


wise normal angle. The trabecula 


count for its) relative impermeability 


Preacher Collins,' Seefelder, and 


more recently, DBurian®’? and Maum 


enee,-> have suggested that the angle de- 
velops by actual cleavage of the tissues 
rather than by absorption of mesoblastic 
If so, 


remains. the angle defect could 
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well be explamed on t! AS aspiration, 4 
terior corn i\ also he po | \\ hat 1] regular in size and caliber, and 


that goniotomy is ettective by furthering Ante in color from a faint pink tO a 


that cleavas brillant red. Despite the micro cop 
idence that the rudimentary, canal 
hould be hidden behind the ant: 


|) Schlemm's Canal | 
the red band 1s usual 


schlemn mal poorly formed 


the point of 


nay ry pe have been examined in which 

| In ine of the iris isertion pet 
the living th congenital 


pe 


canal to 


a red band which looks like a blood-filled 


ireas and to be concealed 


Schlemm («i hie | eribed 

i] Cre parm Y 15 

Although the cre ection how 
ly comparing figure 3 with 
only irregular endothehal channel 
gonioscopy it is usual ossible to ob 
SCcTVe blood fille | ch Lig’ ted that the red line 
mately identical in position and ippeal nay represent an immereased vascularity 
ance to that of a blood-filled Schlemm’s of the mutrascleral venous plexus when 


canal in the adult and in normat infants. the jugular vems are compressed and 


produced by jugular COMIPPEeSsSioOn OF by that the effect of yoniotomy im lowering 


2 
19 EAL AL COONAN OS 
> 
, 
~ 
7 
~ Row, 
a 
? 
e 
fe 
BA 
ell 
a 
: 
* 


(OBERT 


Infantile TR 


glaucoma. 


be 


the sclera permitting access and absorp 


tension may due to an meision into 


tion of aqueous by the intrascleral ve 
nous plexus.<° lt is hard to believe that 
additional blood in the intrascleral ve 
nous plexus could give such a perfect 


picture of the size, shape, color and post 
tion of a normal Schlemm’s canal. If the 
tension is elevated, the red streak does 


not usually appear unless a paracentesis 
of the chamber is done. This would seem 
to indicate that the intraocular tension 
might be holding shut potentially open 
channels. When the tension is normal 
ized by gomotomy, it is then easy to fill 
this channel with blood, just as it 1s easy 
to fill a similar canal in the normal in 
fant eye. It 1s easier to conceive of in 
intraocular 
the 


holding 


creased pressure pressing 
trabecula and 
potentially open 
Schlemm’s canal than to think of that 
pressure holding blood out of a deep 


Venous plexus. 


upon impermeable 


closed 


trabecula: 


SHAFEER 


Schlemm’s canal 


After 
yorniotomy 


imeision of the trabecula by 


there is often a 


normalhzation 


surprising 
even when 
only one quadrant of the angle has been 
operated upon, The coefficient of aque 
ous 


of tension, 


outflow has been found to be in 
creased from below 0.10 to over 0.20 by 
Kronfeld?’?’ and by members of the panel. 
This indicates that drainage channels are 


of more than adequate capacity.’ 


etiology 


In view of the findings which have 
been presented, what can be said as to 
the probable etiology of infantile glau 


coma ” as to its 


There is no argument 
recessive inheritance, nor that some type 
of anomaly in development ts respon 
sible for the glaucoma. Kluyskens!? and 


Weekers Weekers*- that 


the angle lesions are insufficient to ex 


and State 


plain the increased tension, and they 
suggest that it 1s due to an attendant de- 
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anomaly oft the uveal Vas- 


\ 


culat evidence of the sas y ciserepane 


anomaly has been found. The suecess between the two ) | le to the cis 
ot treating these CASES 1S tortions of ti \ ion mberent 


an argument against this theory, ais a in each method 


superh (iT) ot t hie thecula 

could hardly alter neurovascular factors It seem probable that embryological 

to any material extent. ly there 1s an incomplete separation of 


Iris tissue from posterior cornea. Thi 
This panel believes that the block to results in the iri partially covering the 
aqueous outtiow iS at the trabes ular level. able Jo terior hh thi 


Tension \ bi normal al birth because trabecular york an acta ATI 


the undercde veloped ciliary body 1s pro able amount of bloel depending upon 


ducing aqueous at a low rate. As inflow — the h ight of that insertion. There is no 
begins to approach normal, the block to evidence of an abnormal unresorbed 
outflow CAUSES a rapid in intra mesobla ti filling thi ingle, 
ocular tension, and symptom appear. as has been described in the past. There 
What can be said a to the nature of this 1s probably, al Oo, a relative Hipermes 
block bility of the trabecula fsoniotomy 


this trabecula (hip 
\s seen micro copically, one would be ; 
lO). The same incision causes a re 
certain that the block Was caused, lirst, : 
| ion of the iris. which drops back a 
by the high Insertion of the ir (ot) the 
it lose thie Upport of the trabecula. In 
trabecula and econd. thy poor 
the majority. of in adequate 
seen gomloscopical one is surprised to 
| | lon can be made inthe right area. There 
find that in most cases Schlemm’s canal 
) are undoubtedly some ca in which the 
can be filled with blood and that thy rec . 
canal 1s O faulty that goniotomy | 
band be SCCT) 19) the angle ill well 
doomed to Tarlure 
above the apparent pont Of attachment 


Or iris to trabecula the TICTO \lthough Tht) bully 
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right ryt case 
il trabecula; Al 


mized eyes have been examined micro 
scopically, it seems probable that en 
dothelium lines the incision and main 


tains its integrity. If the incision is made 


tow deeply into the sclera, failure may 


result from closure of the opening by 


fibroblasts 
be 


the stretching caused by 


proliferation before can 


endothehalized. In ( tec 


CASES. 
advanced 
glaucoma, or damage by repeated 


Atl 
sur 
gery, results in extensive peripheral an 
terior synechias and permanent closure 
of the canal of Schlemm 
son, gomotomy 1s ineffective in late in 
fantile glaucoma. 


lor this rea 


A great deal more work needs to be 
done before the pathogenesis of infan 
tile glaucoma can be said to be estab- 
lished. If the truly im 
permeable, as is suggested, the nature 
of this alteration should be investigat 
ed. The absence of blood in Schlemm’s 


trabecula is 


canal before normalization of pressure, 


and its presence afterwards, is an in- 


infantile glaucoma. Sf 


Anterior 


SHAKFEER 


iris insertion, (Christen 


this 
discussion may serve as a Starting point 


triguing problem. It is hoped. that 


for more basic research in the future. 


SUMMARY 

\ short deseription of the various 
sented, 

The 
tile 


sole rmal 


types juvenile glaucoma 1s pre 


of infan- 


abnor mal 


muicroscopi anatomy 


reticulum. There is a 


high insertion of the iris on the tra 


becula. Schlemm’s canal is not per 


fectly formed. 


It has been demonstrated 
that in 
filled with blood in most cases of in 


ically Schlemm’s canal can be 
fantile glaucoma. There is a direct 
insertion of iris into trabecula, but 
it is not as high as 1s apparent in the 
microscopic sections. There are some 
clinical findings which suggest de 
creased trabecular permeability. 
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Symposium: Congenital Glaucoma 


DIAGNOSIS, CLINICAL COURSE, AND TREATMENT 
OTHER THAN GONIOTOMY 


Gs. Scuere, M.D 


PEN? YINVANTIA 


The diagnosis of intantile glaucoma cause of blindness of 23 per cent. West 
presents tew problems when the classt- erlund?’’ found an incidence of 64 pel 
cal clinical picture is— fully cle veloped cent in different schools for the blind 


Hlowever. when the patient 1s seen very 
early 11) thi disease and the classical 


findings are absent, the ditfeulty ot Signs of mtantil au 
glaucoma of the adult hie imstan thy th onset 

of early diagnosis is emphasized by the 
cult to determine. Irritative symptoms 
excellent response of infantile glaucoma 
to modern urgical methods when they birth, but the parents, not infrequently, 
are employed early in the disease and the : 
| comment upon how large and beautiful 

very poor response when the disease 1s the child have been since birth. | 

advanced (Ophthalmologists pediatri 1} 4 patient 
Clans ana obstetriu ther Pore, 1} irenil by 14 By 
should be constantly on the alert for its ix | nths of ‘| , 1 | 

mresence 

| ‘ Corny apparent nm OO of the 45 pritients 


The inportance of infantile glaucoma In the remainder, the onset could not be 
has been emphasized by numerous au definitely determined, but in most cases, 
thors. Anderson, in reviewing statistic: it Was apparent by the time the child was 
from various eye climes, found the in one year old. In Barkan eries of 87 
cidence to vary trom 0.03 per cent to eyes the corneas of JO wer cloudy at 
0.079 per cent of all clinic patients. Lehs birth. Gros?! noted that in 45 eyes, the 
feld and Reber? found that it occurred disease was present at birth in 60° pet 
m OOD] per cent of the 250,000) patients cent. Of the remaimder. tt wa detected 
attending the clinics at Wills Ive Hos in 13.3 per cent during the first year; in 
pital from 1926 to 1935 \oderson in) 17 / per cen between the first and third 
his survey, noted that infantile glaucoma years; and in 3.8 per cent subsequent to 
as a cause of blindness varied from 24 that time \nderson in) uninarizing 


for thy blind and ley ch f quoted thie followimeg 


ported that infantile glaucoma was the Statistics: 


of the U's l’a 
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Not only may the signs of infantile 
glaucoma by present at bait th. but the dis 
bye advanced Hlowever. 


CAS yf ry 


the very significant number of patients 
born with no signs or s\ mptoms of the 
disease emphasizes the importance of be- 
ing f onstantly on the alert for the Con 

dition, partic ularly during the first year 


of a child’s life. 


SYMPTOMATOLOGY 
The earliest symptoms of the disease 
are photophobia, blepharospasm, and 
epiphora. Any child who is less than a 
year old and who has these symptoms 
should be considered to have infantil 
glaucoma until this diagnosis can be ex 
cluded. This is t rue whether or not hazi 
ness of the cornea, enlargement of the 
cornea, and other clinical siens are pres 
ent. In my own experience, photophobia 
is usually the first manifestation of the 
disea e im those eve where the Onset } 
after 
the disease can be observed. The 
that the child first 


birth and the entire sequence of 
mothe 


often states became 


FIG. 1-—-Large corneas with (A) slight haze of left cornea; (13) moderate haze of left cornea: ( 


VROLD 


SCHEL HANS. AMI 
sensitive to light, and that the other signs 
of infantile olau oma develope d lates 


Vhotophobia also Is An) excellent CTI 


terion for SUCCESS Or 


failure of treat 


ment hee ause once the tension 1s « on 
trolled. this 


promptly 


symptom usually subsides 


continued 


(On the othe hand, 
photophobia nearly always indicates per- 


elevated ocular tension 


though the cornea may hav 


sistent] even 


cleared. 
Objective Signs 
The classical objective signs of infan 

tile glaucoma consist of corneal haze 
(fig. 1), enlargement of the globe with 
Increase in corneal diameter. ruptures 
of Descemet’s membrane | hg. 2), and 
deepening of the anterior chamber. These 
signs all re 


iif from thie wt that infan 


tile glaucoma OCCUrs al vhen the 


ocular coats are sufficiently pliable to 


stretch under increased intraocular pres 


\ than 
vith 


| 
corneal diam oO} 


orneal diametet ot 


12 should 


suspicion, and a 


even less than this size is no assurance 


marke 


opacity of lett cornea (1)) Close up of marked opacity of left cornes 


~ 
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ye 
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metabo 
Intraocular pressure. As the proce 
tinues, cieatricial scarring take 
this type of corneal opacity 
clear remarkably, however. one the ocu 
lar tension is controlled. This can be 
true even of Opaque corneas 
the when the corneal 
haze iS Stell tu ted to thie epithelium, 
rapidly With change 


one day when the tension is normal and 
very hazy the next day when the tension 
is ele vated Barkan’: has demonstrated 
that When th haze } to thie Cpl 
thelium, the cornea can be cleared by re 
moving the epithelium, as he advises in 
his present technique of goniotomy with 
contact lens 


31] 


Wescemet’s membrane in- 

when the re is a consid 

erable ov) of corneal enlargement. 
pre it} int confirma- 
tory sign of glaucoma (fig. 2). Since 
they reflect sever damage by the glau 
Comatous proce obvious 
that under ideal cireum tances the di 
agnosis should be ric be tore the y ap 
lhe ruptures are usually horizontal 

and first involve th lower portion of 
the cornea. They may later increase in 
number and involve th upper portion 


ot thre Corea a Weil an 


tical or may even take thr 
Upright When miultipl 


cur, heets of Descemet 


ithe’ 
bore trom the Cait een the 
ruptures and for 

thie 
cornea enlarges, |) 
it the margin of 
Away from the COTTE 


hie’ il 


(slaucomatous excavation Opti 

eis of very little Vallle a diag 
nostic sign in infantile glaucoma. It o 
curs very late m the dise: and usually 
not during the first year afte) birth 
Damage to the nerve | probably mini 
mal because Ot the pliable elasti Coat, 
Which results in « nlargement of the globe 
rather than distortion of the lamina erib 
rosa with ce struction of the herve fibers, 
When the view of th tundus is blurred 
due to corneal irreyuilarity, Shaffer3# 
suggests the use of a contact lens 

\ most corroborative sign, 
yet one which is often misk ding, in the 
diagnosis of infantil vlaucoma is the 
recorded increase in ocular tension Se\ 
eral sources of error are apparent. The 
tension must be recorded with the child 
under deep surgical anesthesia. prefer- 
ably with endotracheal intubation. The 
depth of the anesthesia should be such 
that the child is breathing freely and 
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completely relaxed. The eye should no 
longer be turned upward, which is indic 
ative of light anesthesia, but instead 
should be in the primary position, which 
is characteristic of deep surgical anes 
thesia. The ocular tension may record 
as high as 40 mm. Hg Schigtz even in a 
normal eye if the child is struggling or 
under light anesthesia. Such deceptive 
lead to the 
mistaken diagnosis of infantile glaucoma 


readings not infrequently 


and even to operative intervention. If 
any doubt exists and there are no other 
confirmatory signs of the disease, no 
harm is done by deferring surgery and 
repeating the examination in a few days. 
sarkan'* has stated (and my experience 
has been likewise) that he sees a few pa 
tients each year for whom the diagnosis 
of infantile glaucoma has been made 
mistakenly because of false tension read 
mgs due to inadequate anesthesia. Like 
wise, too much reliance cannot be placed 
on a single finding of normal tension, 
because normal fluctuations of tension 
and such factors as dehydration asso 
ciated with preparing infants for anes 
thesia may result in lowering the ocular 
tension. To re-emphasize, when any 
doubt exists as to the reliability of the 
tension reading, and certainly when the 
tension level conflicts with the remainder 
of the clinical picture, 
should be repeated On one more OCCA 


examination 


sions as indicated. 


Another possible source of error in 
the recording of tension is the corneal 
fact men- 
tioned by Barkan.'* Although this might 
theoretically lead to a false low record 


curvature of large eyes, a 


ing of ocular tension, in Barkan’s and 
my own experience, if the tension re 
mains under 27 or 28 mm. Hg Schistz, 
regardless of corneal curvature, the dis 
ease does not progress, and if the record 
ings are consistently 30 mm. Hg Schi¢tz 
or over, the diagnosis is quite certain 
and deterioration follows. 


TRANS. AMER 
ACAD. OF @ O. 
(Gonioscopy has been mentioned as a 
diagnostic aid, although in my own hands 
it is an unreliable one. 


darkan,'* Fran- 
and Kluyskens*’ all mention its 
diagnostic value and describe persistent 


COj1S,° 


mesodermal tissue in the angle as char- 
acteristic of the Much more 
work needs to be done on the subject be 
fore the method becomes dependable in 
diagnosis. It will probably never be of 
diagnostic value except in the hands of 
experts who have had a great deal of ex 
perience with this type of disease. The 


disease. 


palisade like arrangement of pigment at 
the insertion of the iris into the scleral 
spur, together with a filled-in apex of 
the angle of the anterior chamber, is 
thought to be the most characteristic part 
of the picture. However, many eyes with 
infantile glaucoma do not show these 
findings, and they are seen in some eyes 
that do not have infantile glaucoma. At 
the present other than 
FOMLOSCOPIC 1S necessary to make a 


agnosis of infantile 


time, evidence 
glaucoma. Kluy 
skens*’ mentioned iris atrophy as a pos 
sible diagnostic sign, but the appearance 
of the iris varies greatly in the normal 
eyes of children and as yet no truly char 
acteristic picture of infantile glaucoma 
has evolved. 


DIFFERENTIAL DIAGNOSIS 
The enlarged cornea associated with 
Infantile glaucoma must be differentiated 


from the large cornea of high myopia, 


, and con 
genital idiopathic edema of the cornea 


megalocornea, Hurler’s disease 


The differentiation of infantile glau 
coma from high myopia ordinarily gives 
very little difficulty. The corneal diam- 
eter is usually normal in high myopia; 
the eye presents none of the findings of 
infantile glaucoma just described and, 
of course, shows high myopia. One must 
be on vuard that the two conditions do 
infre- 
quently high myopia is associated with 
infantile glaucoma. 


not occur together, because not 
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Megalocornea occurs in an otherwise 
normal eve and is alwavs present at 
birth. It is found predominantly in 
males, and it is bilateral and svmmetri 
cal. It is familial and almost alwavs 
occurs in Other members of the family 
Visual function is good and the patient 
IS S\ mptoml Ss, 


The appearance of the eye when Hur 
ler's disease is present may resemble 
that in cases of infantile glaueoma but 
the remainder of the clinical picture « 
tablishes the diagnosis. 


Congenital idiopathic edema of th 
cornea, Which ts evidenced by diffuse 
epithe lal edema, presents miue h more of 
a problem. The se children often are pho 
tophobr ‘however the corne al diamet 
is normal. Ruptures in’ Descemet’s 
membrane do not develop and the ocular 
tension is normal. Repeated recording of 
ocular tension is usually necessary to x 
clude the diagnosis of infantile 


Anderson also oimeludes  anterios 
staphy loma, kerates tasia, and kerato 
conus in the differential diagnosis but 
itis not necessary to mention the symp 
toms by which they are differentiated 


PROGNOSIS AND CLINICAL cor Ks] 


The prognosis for infantile glaucoma 
has in the past been very dismal. Andet 
som held out litth haope for thes 
tients. In the coneluding paragraph of 
his book, he stated that the future of pa 
tients with thi disease was dark and 
that, re varcle ss of treatm nt, there was 
little hope of preserving sufficient sight 
to permit the earning of a livelihood. In 
his introductory paragraph, he warned 
that even though the tension may have 


been controlled, a series of degenerative 


changes had been set up which inter 
fered with the nutrition of the ocular tis 
sues to such an extent that ultimar 
blindness was almost inevitable 
skens<4 Stated that eventual blindness 
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takes place in 20 per cent of the cases 
ble also stiite | that although the te 
is controlled in 60 per cent, 


tion results in only 23 per cent 


The natural course of the disease. un 
less the tension is controlled, consists of 
slow progression of the classical signs 
previously described, The cornea and the 


eveball continue to increase in size. The 


cornea varies trom clear to 


The dise ase tends to stabilize some what 
whe the « hile Is trom 12 | yea4rs 
old, but gradual deterioration of the 
globe sets in. Thinning of the tissues be 

Comes marked. pal ticularly at the lim 
bus, and rupture of the globe may finally 
occur trom minor trauma. Such eves 
are predisposed also to anterior chamber 
hemorrhage from trivial injuries. Ret 

mal cetae himent and ation of the 
lens may occur. Loss of vision finally 
occurs because of rupture of the vlobe. 
cormeal Onatou atrophy 
the optic nerve and other di venerative 
( hanve 


boxes pticnally Spontaneous re 
may occur even atter the disea e has ad 
vanced to the w he re all of the 
Ings are well estabh hea | have ob 
erved. spontaneou regression om tive 
eves; mm three cases it was unilateral. In 
all of these eves, the classn al piettire of 
Infantile glaucoma, with enlargement oft 
the cornea and ruptures of Descemet’ 
Ing of ocular tension was normal follow 
ing regression and the disease did) port 
progres Barkan’? has also observed 
pontaneous regression, and Anderson 


mentioned several instanes 


IKEATMENY 


bie freatmnent of vlaucoma 
Is primarily surgical. The consensus oft 
the n embers ot the present 


this svinposium is that deferment of 


irgery tor medical] therapy does noth 
hut cle prive thie pratient of the bette 
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result which might be anticipated from 
early surgery. It is the further opinion 
of the members of this committee that 
the operation of choice is goniotomy, an 
operation adapted to the treatment of in 
fantile glaucoma as a result of the out- 
standing work of Barkan.©!? Because of 
Barkan’s work, de Vincentiis** has sug 
gested calling the operation de Vincen 
tus-Barkan operation. increasing 
number of reports is appearing in the |it 
erature of the efficacy of the operation as 
deseribed by Callahan,'® Me 
Arevey,*°??) Robertson,*? 
Wilson,’4 Algan,’ Duet 
ti,)° and Lister.*° The technique will be 
discussed elsewhere in this symposium. 


~ 


Hertzberg,-? 


Goniopuncture, recently described by 
Si here °° also seems to offer some prom 
ise im the treatment of infantile glau 
coma, either alone or when done in com 
bination with gomotomy. Other opera 
tive procedures are best reserved for 
secondary operations where goniwotomy 
or gomopuncture have failed to control 
the ocular tension. Neither gonitomy 
nor gomopuncture interferes with sub 
sequent execution of other operative pro 
cedures iridencleisis, 


such as COTnCO 


scleral trephination and cyclodiathermy. 


Results from procedures other than 
gomotomy or its outgrowth, gonio 
puncture, in the hands of this committee 
have been very discouraging. Such an 
opinion seems supported by Statistics 
which have been quoted regarding prog 
nosis for the disease. Zentmayer, " as a 
result of a survey in 1913, authoritative 
ly pointed out the very poor outlook re 
gardless of the Ly pe of surgical proce 
dure. His review included corneoscleral 
trephination, iridencleisis, and cyclo 
dialysis. In spite of such statistics and 
notwithstanding the opinion of this com 
mittee, reports continue to appear in the 
current literature advocating corneoscler 
al trephination, iridencleisis and other 
procedures, Sugar’’ states that of the 
operated cases, reports indicate that less 


SCHEIb 


than 10 per cent of patients have re 
tained vision of 20/40 after two years. 
When comparisons are made of eyes 
which have and which have not been 
operated upon for congenital glaucoma, 
patients who have been operated upon 
better off. Twenty-five 
per cent of operated patients are blind 


are somewhat 


by the age of 12 years, as compared to 
54 per cent of unoperated patients. bby 
the age of 25 years, 45 per cent of oper 


ated patients are blind in comparison to 


Hf) per cent of unoperated patients. lis 
ter’? tabulated the data of 
and Kluyskens** (table I). 


Anderson’ 


Pesme,°" in a recent paper, advo ated, 
as have many others, corneoscleral treph- 
ination. In the hands of this committee, 
the operation only rarely controls the 
tension and all too frequently is accom 
panied by vitreous intraocular 
hemorrhage, subluxation of the lens, cor 
neal 


le SS, 


edema 
Kluyskens,** 


and permanent opacity. 
Weekers and W eekers,?! 
and Bailhart,) among others, advocate 
iridencleisis and report good results. 

In recent years, cyclodiathermy has 
been offered as the operation of choice, 
particularly by luropean ophthalmolo 
gists. A recent technique, which involves 
applying electrodes for periods of 10 to 
15 seconds 6 mm. or more back of the 
limbus, has rendered this method safer 
and of greater value in adult glaucoma 
and this 1s probably true, also, of its use 
in the intantile type orbes,!? Weekers 
and Weekers,°? Alajmo and Simonelli,' 
Thomas and Algan,*! Redslob,?! and 
(almette et al.,!/ all report good results 


from its use. The results experienced by 
members of this committee have not been 
as favorable, although the method has 
been used upon only a limited number of 
patients. 


puncture 


Scheie?’ 


was developed — by 
as an outgrowth of work with 


gomotomy. Phe operation consists of in 
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troducing a goniotomy o1 gomlopunetur 
knife into the anterior chamber, as in 
knite 
to the tra 
beculat Pe of the corneoscleral wall, 


making a goniotomy, carrying the 


across the anterior chambers 
where an opening is made in the subcon 
junctival Space, Although data accumu 
lated are still insufficient to permit det 
to otter 
treatment of 


nite conclusions. it seems some 


promise in the intantile 
oma. When the out Is 
ful, a established 


which permits subcon}unctival dramage 


permanent fistula 1s 


and absorption of aqueous humor 


listulization is indicated by normal; 


zation of tension and diffuse edema of 


the conjunctiva overlying the puncture 


The edema is so filmy and slight as to be 


almost nnperceptible to the naked eye 
An elevated polycystic bleb such as fol 


lows corneoscleral tre phination does not 


cle velop examination re 


LCase 


veals a gaping hole or cleft in the angk 


wall at the site of the puncture (fig. 3) 


Concrete evidence of filtration was found 


in thre eyes with a juvenile type of pig 


mentary vlaucoma, successfully operated 


upon by gomopuncture. During the two 


years following surgery, each had shown 


an inereasing amount of pigment which 


had washed into the subcon 


punetival tissu overlying the site of the 


puncture (tig. 39). The conjunctiva sur 


mounting thy area Of the wlobs Was 


The 


been tive ve irs, 


edematous longest period ef tol 


low up ha bout this 


(moi 
lar tension of SCV ral patie nts has been 


controlled successfully 


Irom two to tive 


lhe procedure is of value only in 


patients under thirty vears of ; re be 
cleft 


C le ral wall 


cause in older patients a gaping 


doe form the 


only anew 


method of performing an anterior sclet 
Oromy. 


been done 


Por many ¥ CA) 


dure whi hy has 
reterence to 


first 


anterior sclerotomy 


Vhich | have found 
that by ck Wecker,*” 
that 


in the literature } 


1867. who uch proce 
dure might ot 


1, he ch 


otomy done by making a puncture and a 


alue in glaucoma. In 


technique clet 


counterpuncture just behind the limbus, 


enlarging each opening upward by a 
sawing movement of the Graefe knife 44 


A 


above thre ‘ 


was left 
prolapse and 


cleral tissue 
Opening 


taphyloma formation likewise oceurred 
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plive 


(sapiny cleft in the trabecu 
glaucoma (pigmentary 


subconjunctival fissile ana a re 


at the site of the opening with this pro 
cedure. Following Tailor’s report in 
1891.49 and that of de Vinecentiis*® in 
1893, on the incision of the iris angle, le 
Weeker*” modified his operation to 
combine the advantages of both proce 
dures by mcmsimyg the upper portion of 
the angle of the anterior chamber with 
the tip of the knife as it was withdrawn 
but not cutting entirely through’ the 
scleral bridge. He believed, however, that 
both operations were effective through 
incision of the than de 


sclera rather 


bridement of the angle. 


Kochon-Duvigneaud’*+ employed 


\\ ecker's, but 


he did not enlarge the openings nor did 


sclerotomy similar to de 
he metse the iis angle. His operation 
greatly resembled gomiopuncture except 
that the conjunctiva was perforated al 
the site of the puncture and counter 
puncture and two openings were made 


in the corneoscleral wall. whereas only 


one 18 necessary, One puncture is more 
likely to remain patent than two because 
of the greater amount of aqueous tlow 


SCHETI 


d upon for 


tiated 


through a which tends to 


fistulize the Opening by the force of its 


single one, 


How. | have tried making the puncture 
from the external approach, patterning 
the technique after the Reese imeision,*? 
which has been practiced in) years past 
in Boston, but the opening cannot be 
made as accurately as is possible when 
the puncture is made from within the 
anterior chamber. Another disadvantage 
of the both Rochon 
Duvigneaud and Reese is that if bleed 
ing should oceur following the puncture, 


sclerotomies of 


blood cannot be washed from the ante 

rior chamber, at the time the hemorrhage 
occurs, through an opening which ts coy 

ered by conjunctiva. This can readily be 
done through the corneal opening at the 
site of entrance of the gomimopuncture 
knife, and leaves the anterior chamber 
free of blood at the end of the Operation 
Barkan! recently has stated that he used 
a method similar to gomiopuncture from 
1936 to 1938, when he performed a lim 

ited counterpuncture of the sclera into 
the subconyunctival space in over twenty 
eves in the belief that external fistuliza 
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tion might be a factor in the 


action 
f his patients developed permanent fis 
tulization: he therefore discontinued the 


practice, 


| have, however. employed my method 
of goniopuncture in a sufficient number 
of eyes to know that it Is Of some Value 
(other 


gomlopuncture 


reports of the successful use of 
have 


Moore 


been submitted by 


and Weisser 


Kobertson.33 


either 
ture can be 


Since gomotomy or goniopune 


eltective as a primary pro 


cedure in controlling the ocular tension 


and apparently glau 
coma, the question, which was raised by 


de Wecket and de 


goniotomy 


arresting infantile 
Vineentiis, whether 
works by incision of the 
COTTICOS( leral wall Or by debrick of 
the iris angle must be reopened, Valude 
and ‘Duelos,42 in reporting an anatomical 
study of 16 human infant CVESs, pomted 
out how fistula 


duced. 


easily a could be pro 


ee seems to be particular 


ly indicated | eves where one or two 
have failed. As 
Anderson, the canal 


Schlemm may be absent congenit: lly or 


previous 


pointed out by 


may become obliterated as en. irgement 
of the e ye ‘ball takes pl: ice and the 
anatomy 1s distorted. 


normal 
In such eves, gon 
ocular tension 
through re-establishing normal drainaye 
of aqueous (at least theoretic: lly), could 
hardly bye expected to be 
Croniopuncture, 
a fistula, 
dure, 


lotomy, Which lowers 


successful 
which actually produces 
would SCCTIL a al proce 
and it has been successful in con 
trolling tension in at leas of these 
CVCs, Because both procedures seem of 


value 


each. theoreti ally, has a 
different mode of 


and since 


action, | have heen 


more and more frequently combining 


fomopuncture in the 


same operation. The sweeping incision 


of a goniotomy is made alony the angle 


wall, and upon its completion, the knifs 


is thrust through the corneoseleral wall 


None 
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to create a puncture, thus offering the 


advantaue sot both proce dures. Although 
the number of patients so treated is not 


large, the imeidence of has 


SUCCESS 


scemed greater than when either 


Oper 


ation was clone alone 


The Operation Is done un 
anesthesia in childre A 
needle 


scribed by ¢ handler! 


det general 
preliminary oblique pune 


ture. as ck * is made 
ry the upper temporal quadrant to per 
restoration of the 


( fig. + \ 


injected through this opening atter com 


mit prompt anterior 


chamber Saline solution Is 
pole tion of the Operation to aid in restor 


ing the anterior chamber. This is desir 
able to help prevent the formation of an 
at the site of the pun 

which would close the fistula. The 


conjunctiva adjacent to the lower limbus 


ante riot hia 


ture, 


trom 
the globe by the subconjuncetival yen 
This 
perforation of the 
knife 
counterpuncture 


is then ballooned outward away 
tion of saline solution (fig. 4, 

Maneuver prevents 
conjunctiva by the when one ts 
making the A goniot 
omy knife is then introduced through 
clear cornea, | to 1,5 within the 
approximately oe lock in 
the right eye, or at 2:30 6’ lock im the 
lett ¢ ve, and directe d nasally to the 6:00 
oO clock 4, The blade 
is introduced flat, ona plane parallel with 


the iris. and the tip is carried across the 


Pritt 
al 


meridian 


ot 
region of the 


chamber reaches the trabecular 
angle, It is then 
thrust forward through the corneos leral 
wall until the cutting end of the knife is 
entirely beneath the 


ballooned conjunetiva lt 


Opposite 


visible pre viously 
pulled 


and with 


is then 


rites the 


anterios chamber 
drawn from the eve 


\ Barkan 
for thi 
the especially cle 


knife is better 


than 


signed vonlopuncture 


knife which used for adults 


he 


lotomy | nite makes 


Opening in 


the trabecular wall. which | believe is 


- 
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SCHEILE 


knife needle 
Gonlopuncture 


Anterior 


Kits, 4--(A) Oblique puncture with 
Raising of conjunctival wheal, (( 


ncom leral wall oft trabeculat revion 


more desirable than the larger opening 
made by the blade of the bigger gonto 
puncture knife. A small opening is ade 
quate in glaucomatous infant eyes be 
cause of the very thin corneoscleral wall. 
To keep the opening small, the knife 
should not be turned at angles 
while the blade is in the subconyunctival 


right 


space, as 1s advised in adults. Since the 
knife, therefore, 1s drawn back into the 
anterior chamber in the same plane in 
which it entered the 
space, the blunt heel of the gomotomy 


subconyjunctival 


knife offers no disadvantage. 


The puncture through the trabecula 
should be only a puncture, and tempta 
tion to enlarge it as the knife traverses 
the corneoscleral wall must be resisted. 
A larger opening leads to mearceration 
of the iris, with obstruction of the open 


to prepare 
knife 
chamber 


tract tor 
blade carried 
being filled 


injection of air or saline solution 


acTO anterior chamber through 


with air oft aline solution 


ing, and even if this does not happen, 
permanent fistulization develops less fre 

quently, possibly because the force of 
outflow of aqueous diminishes with large 
multiple punctures. Occasionally, 
bleeding occurs at the time of the punc 
ture but causes no. ditty ulty if the blood 
is washed from the anterior chamber at 


or 


once, [his 1s easily accomplished by in 


serting the tip of a blunted 27-gauge 
needle mto the Opening af the site of en 
trance of the gonlopuncture knife imto 


the anterior chamber. 


The last step in the operation Involves 
re-establishing the anterior chamber. A 
hypodermic needle is introduced into the 
knife-needle 
(handler,'* 
chamber. 
(fie. 4, 


tract, as  deseribed by 
without entering the anterior 
then 


1s trapped in the anterior 


Saline or 


air. injected 


4 
oro. &6 
431% 
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chamber by the inner aspect of the knife 
needle incision, which as a result of be 
ing long and very beveled behaves in a 
traplike manner. Difficulty not infre 
quently is encountered in filling the an 
terior chamber following goniopuncture 
for imfantile glaucoma because of the 
thin corneoscleral wall which allows free 
communication between the anterior 


chamber and the subconjunctival Space, 


Air or saline injected into the chamber 
escape the subconjunctival 
space and compress the globe, thus fur- 
ther preventing formation of the cham- 
ber. If this is seen to occur, further at- 
tempts should not be made to restore the 
chamber. Both cyes should be covered 
lor twenty-four hours. Cortisone or hy- 
drocortisone drops can be instilled for a 
tew days postoperatively. 


DISCUSSION 
The imnportan e of early diagnosis of 
infantile glaucoma is stressed because of 
the favorable response to Surgery done 
before the eve is badly damaged by the 
disease. The diagnosis is readily made 
When all of the classical signs of the dis 
ease are present, llowever, it can be as 
difficult: and obscure as the recoyvnition 
of chronic simple glaucoma of the adult 
early in the disease Photophobia, espe 
cially during the first vear of life. wheth 
er or not the corneas are clear. should 
lead the physi lan to suspect the pres 

ence of infantile glaucoma 


and re ording of tension 
under deep surgical general anesthe sia, 
preterably with endotracheal intubation, 
should be done in all suspected cases 
The pitfalls of recording tension under 
anesthesia have been mentioned briefly 
The two greatest sources of error are 
Insufficient anesthesia to cause complete 
relaxation, which results jin deceptively 
high readings, and dehydration from 
withholding fluids during preparation 


tor anesthesia, with low readings as the 


result. A) single recording of tension 
should not be trusted if it conflicts with 
the clinical picture, but it should be re 


peated On one or more other CCC ASTONS 


The clinieal course in the past has 
been discouraging, as pomted out by 
and others xcept for ATL 
castonal spontaneous remission, all pa 
tients become blind on a medical regi 
men, Conventional, long established, sur 
gical methods have met with mediocre 
success, It 1s the Opmion of the commit 
tee presenting this symposium that goni 
otomy 1s the treatment of choice, either 
alone or combined with goniopuncture 
The results of various surgical methods 
are given elsewhere in the symposium 
lt is the belief of this committee that 
Operations such as corneose leral treph 
nation, leisis, evyclodialysis and 
evelodiathermy should be reserved for 
secondary operations after o1 
vomopuncture have failed. A trial of 
medical treatment only wastes valuable 
time and subrects the eve to damave by 
the disease, which interferes with the 
SUCCESS of later Operations 


SUMMARY 


lkarly diagnosis is emphasized 


Vhotophobia in a child under one 
year of age should immediately sug 
yest the po sible diagnosis of infan 


tile glaucoma 


Deep surgical general anesthesia, 
jor terably with endotracheal mtuba 
tion, should be used when the tension 
is recorded 


\ trial ot medical therapy only 
waste valuable time beeause faijl 


ure almost invariably results and the 


eve develops changes which intet 


tere with the suces of survery 


or goniopuncture, alone 
combined ] the urvical meth 


cul ot chores 
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Corneoscleral trephination, iriden 


and eyeclodia 


thermy should be reserved for sec 


cleisis, eyclodialysis 


ondary procedures. 
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VIG. Microgonioscopre view o! wngle in @ case ol infantile glaucoma (Cage ¢ weeks). The iris 
is shown proceeding horizontally to its anterior insertion into the trabecula, Th exposed area 
of trabecula ts somewhat opaque, mdicatings diminished permeability fhe incision should be 
made close to the line of Schwalbe as indicated in figure ind 3 
rationale gomotomy Is based angle ACTOSS the anterior chamber. 


on the pathologic anatomy and patho 


genesis of congenital or infantile glau 


coma. The pathogenesis, which has been 
evolved from microscope findings and 
on the basis of gonioscopy, has been set 
forth in the first section of this svimpo 
sium.! 

De Vineentiis, in 1892, was the first 


to introduce a surgical approach to the 


Presented at the bitty Ninth Annual Session ot 
the Ameriman Academy o! Ophthalmology and Oto 
laryngology, Sept 19.24, New York, \ 


After the blade was ouided across the 
be 


ai blind or semiblind 


chamber, it disappeared from view 
hind the limbus, 
Operation, ‘| he procedure fell mito disuse 
hecause of occasional sever hemorrhage 
lt later 
combined with sele rotomy im the attempt 
to obtaim ext rnal fistulization The re 
sults were indifferent 


and other complications was 


In 19034 the writer devised a method 
of operating 


in the angle with visualiza 
tion by means of a contact glass 
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MAY 
bit, with 
onvenital glaucoma lhe arrow indicat the where the be mad (A thi 
rit ot Schwa (| ti ite tiated tral ‘ t the terior tnsertion 
t! t hoo) format 1 | ri to tent fold 
to | inn artetact ee pla tl 
hie Sct mr i} r «l (| t} ra pur 
Because of the rarity of congenital or pert tal and close to the ling of Schwal 


) 


infantile vlaucoma, if has take years to be (figs. and 3) it} ordey te) avoid in 


establish the rationale and to perfect the — jury to th underlying outtlow mecha 
technique of operation. The results of nism and to the root of the tris. with 
postope rative stud have 


hemorrhage, and ad 
been helpful in further evolving the con hesions. There has been no evidence of 
cepts of pathogeriesis external fistulization or of a cleft com 

The objective of gomiotomy is to re with the suprachoroidal 
move the obstruction which is causing Space im any case In my seri Phe iris 
the retention of aqueous and to give as and scalloped pigment border which Ap 
cess tor aqueous to the Schlemm’s canal pear to have been pulled on pinned up 
system, thus restoring and maintaining © tolds or tents toward the ring of 
the physiological direction of outtlow Schwalbe previously, drop backwards 

Phe metsion exposes the Schlemrm’s ca 

anomalou trabecula COVeTINY nal drainave sVsterm to aqueou (fig 


Schlemm’'s canal can be seen YOTMOSCOpP 


ally (fig. 1). The pieture corresponds, In the normal infant, Schlemm’s ea 


my exXperience, thie findings nal, vhich frequently with 


anatomic sections in which the irts in on application of the contact glass, 1s 


many cases mserts anteriorly mto the covered by an almost tran parent layer 
trabecula ing 2, €). The imeision of of tissue, the normally permeable tra 
the anomalous trabecula should ul hecula (hig 4 congenital 
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riGg. 3—-Drawing shows schematically the 

point of transition between the area on the 

ind the neighboring untouched repion (A) Ring ot S« hwalbe 

zontal, It inserts by means of 

face This is the inners 

angle in anatomi sections, a8 shown in figure 2 

ring of Schwalbe in an almost vertical plane 

Variations according to the degree Oot anterior 

(hy) Scleral spul (lk) Iris stroma, released 

~chwalbe. (G) The segments of pigment epithelium lie in 

Of iris to anyvle wall (I) Note ring of Sel 

the atta hment of the iris has been separated 

drawing is a schematy representation of anatomu 
fantile glaucoma, Schlemm’s canal. 


when filled with blood by jugular com 
pression, as suggested by Scheie, is 
veiled by overlying tissue, the anomalous 
trabecula, or it may even be entirely 
hidden by the anterior insertion of the 
is (fig. 5). In most surgically normal 
ized eyes, the filling of Schlemm’s canal 
with blood presence 


and shows its position and the effect of 


demonstrates its 


the incision in exposing Schlemm’s canal 
lo aqueous (fig. 6). When the ov rlying 
tissue (the anomalous trabecula) is ef 


and the 


Many Cases 


separates 
pressure is normalized. In 
the root of the Iris drops backwards. It 
is evident from the illustrations how su 
perhicial an effective incision must be if 
mjury to the underlying drainage sys 
tem and searring of the angle wall are 


to be avoided. This emphasizes the im 


OTTO BARKAN 


postoperative 
right, in which the 


a wavy line into a semitranslucent cellophane like 
surface of the anomalously differentiated 


The width of this surface, or membrane, 
insertion of the iris. (7D) 
and recessed 


iwalbe curving slightly upward in the region in which 
from it 


appearance at the 
angle has he en operated upon, 
(3) The plane of the iris is hori 
shagreened sur 
which crosses the 
The cellophane-like surface inserts into the 


trabecula 
) 


shows many 
Angle wall exposed 
from its attachment to the ring of 
4 more posterior plane. (H) Insertion 


(Ihe cross section on the left of the 
sections. 


portance of operating under visualiza 
tion. experience has shown that there 
should be no scraping, no debridement. 
no deep incision nor splitting of the 
sclera, 


In the course of vears vyomlotomy un 


der visual 


control has evolved 


a 
siunple, though precise, procedure for 
one who Is adept al and who 
has famiharized himself thoroughly with 
the details of its technique, It is a ques 
tion of minutiae upon which «ce pend not, 


as oi r adults. a te W Vears of} life 


but a whole lifetime of VISION 


Preope rative and rative gonio 


CRAMIMALIONS are 
with the binocular 3 


all CASES 


mounted 


abyle 


Tose 


on an adirustabl 


and Hoor 
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WY 


rit,. 4 onioscopic view of normal angle in an infant, showine 


transparency of tissue overly 
ing the blood-filled Schlemm’s cana! 


hit, Gonioscopic view of angle in a case of infantile giaucoma (age 4 months) after opera 
tion by gomiotomy. In the unoperated area the anterior insertion of the iris hides 


inal trom view. After incision near the ling ot Schwalbe, the iri 
schlemm 


Schlemm’'s 


has dropped back CAPOsing 
jueous lo the left of the incised area some of the we 
alpen ila i* till pre ent 


Canal to a ue (anomalous 


: 
‘ MAY-TUNE 
1955 
| 
Gor ‘ view oft ingle s case of infant glaucoma (ace af 
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bits, 


stand, using a focal illuminator’? and 


with the patient under intratracheal 


ether anesthesia ( 7), 


The technical difficulties encountered 
in the early stages of development of the 
procedure have long since been over 
come, To overcome these initial difficul 
ties, modifications of the te hnique, such 
solu 


as impection of air or of saline 


tion, were devised, but find they 
merely complicate the pore sent 


technique, 


(ONTOTOMY WITH VIStALIZATION 
At the press nt time the procedure may 


be summarized as follows: 


Preoperatively, a pediatric examina 
tion, including a roentgenogram of the 
chest to determine the state of the thy 


Maximal 


obtamed by the wnstillation of drops 


mus, is performed IS 


cent) three 
times at halt-hour intervals before oper 


of prostigmiine pet 


ether anesthesia is admunistered 


intratracheal 


ation, 
by the 
sures a generous supply of oxygen as 


method, This as 


kLxamination of infant under intratr: 
lin i] illuminator 


icheal anesthesia with microgonioscope and 


well as complete relaxation of the pa 
tient, which 1s important if the true mea 
surement of the intraocular pressure ts 
to be obtained. Before the patient ts 
draped, the pressure in the eye is mea 
sured base oft 


with a tonometer, the 


which has been sterilized. The corneal 
diameters are measured with a caliper, 
and the and 


condition of the corneas 


size of the pupils are noted. 


The infant is placed on a circumcision 
board to facilitate adjustment of its post 
tion. Lhe head rests ona sponge rubbe1 
ring. The face is prepared and the eye 
A tace 


mask of dark color 1s used to prevent 


irrigated in the usual manner 


vlare, 


\ canthotomy may be performed af 
ter the myection of a few minums of ad 
renalin (1:1000) into the 
The speculum, which has been passed 


outer canthus 


through two holes in a dark rubber dam 


six inches and the 


square, 1s mmserted 


rubber dam trimmed. 


The surgeon operates in the standing 
position, almost upright, and facing the 
patient at the level of the shoulders. The 
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CONGENITAL 
eve should be 47 inches above the floor 
for a surgeon ot average height. The 
cornea is kept moist with physiologi 
saline solution applhed with a glass rod 
It is advisable for a pr sbyopie surgeon 
to wear a correction for distance of se 


en meches 


lor illumination, a nurse, who stands 
On oa tool, holds an an cooled plasty 
hammer lamp in contaet with the right 
temple of the surgeon while looking 
down th top of the lamp so that she may 
have the same view of the angle as the 


LIT 


| he assist int tixates the eve with two 
Cuiftord forceps harply poimted and 
with spring loel applied to the insertion 


of the tendons in the vertical meridian 


lt corneal cloudin prevents or dis 
turbs visibility under the glass. t prelim 
inary abrasion or denuding of the cloud 
ed epithelium with a keratom Is pet 
formed should complete and 
should be repeated until maximum vis 
ibility is obtained 


before application of the contact olas 
the assistant rotates the head to the con 
tralateral side, with thie temporal limbus 
of the eve to be 0 rated Upon pomtiny 
upwards, With the head in this position, 
the surgeon is operating downhill. This 
prevents the imegress of air under the 
glass. The surgical contact glass (medi 
Size) Is applied in the usual manne 
by injecting physiological saline solution 
between it and the cornea through a 
curved gold cannula and a 1.5 ce. Tuer 
vringe. The surgeon controls the ela 
with the of his left hand 
mdentation it} lop of the gli 
prevent it Prom slipping under the 


lhe surgeon places the glass on the 
nasal part of the cornea in order to ex 
pose a temporal sector of the cornea. two 
to thre miilhmeters wide. Where the 
puncture is to be made. The eve is ab 
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ducted s| olhitly to allow 


ass Tha sally 


which to push the g 


thotomy tacilitates this) and thus keep 


the le mporal crescent ot Cornea exposed 


(Only one eye is operated on at one 
session. [he puncture is made the 
right eve at the ten o'clock position and 
mm the left eve at the four o'clock 
tion, | mm. axial to the corneoscleral 
border and a little obliquely so that the 
corneal wound is like a valve or trap 
door. It is between Ll and 2 mm. long. It 
must mot be too oblique lest it Hnpede the 
pPassave Ol thie red shatt of the knife 
as it traverses the chamber, [Lhe antertors 
chamber 1s never lost 1f a correctly ta 
pered kmife® is used and if the kmife is 
net retracted during the operation. The 
inportance of the rotated position of the 
head and of the correct taper of the knife 


Cannot rempha ized 


\fter crossing the anterior chamber, 
the pomt of the blade is inserted into 
thi abnormal trabecula posterior 
the ring of Schwalbe. The depth of the 
mcimsion should not be more than one 
fourth of a millometer: that 1 the blade, 
which is mm. long, should not dis 
appear in the tissue for more than one 
quarter of if leneth. It ws moved COUN 
terclockwise in this plane, a distance of 
several millimeters, or one third or more 
of the circumference. lexperience ha 
hown that the more Lh} rhicial the black 
remains, the better are the result 


\n metsion of th cleral wall 
avoided During the excursion of the 
blade, the shaft 1 rotated shehtly around 
Its axis in a clockwise direction to pre 
Vent it trom moving pw teriorly out of 
the mtended into the region of the 
root of the im lhe iris retracts and 
tall backward leaving a colore 
wake behind the blade. The ineision j 
under complete visual control (fig. &) 
When it has been completed, the knife i 
removed quickly, with pressure exerted 


avains!l the back of the order 
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| have never seen an irreversible iris 


hit,. fsoniotomy of the angle under the glass. The 
root ot the iris retracts behind the 
wall of the 


blade, leaving in 


its wake the angle 


prevent enlargement of the puncture 
wound of the cornea, Contact glass and 
fixation forceps are removed. After a 
few seconds, a slight capillary oozing of 
blood, venous in color, may appear in 
the anterior chamber along the line of im 
cision; this 1s absorbed within a few 
hours. 


The head is rotated so that it rests on 
the operated side. With a curved gold 
cannula and a 1.5 ce. Luer syringe, air 
is injected through the puncture wound 
into the anterior chamber, inflating it 
from one-half to two-thirds of its nor 
mal size. If the head is rotated so that 
the bubble rises into the operative site, 
the raw surfaces of the angle are kept 
apart and the air is locked in the cham 
ber. If the miotic pupil 1s completely CON 
ered by AIT, 
block 
transitory bombe of the iris in its de 
pendent portion.’“° The pupillary block 
can be relieved, 1f desired, by removal 
of air, or by shifting the air bubble from 
the pupil by means of external pressure 


some degree of pupillary 


be observed produce a 


on the cornea with the tip of a glass rod. 


bombe or a glaucoma due to air develop 


following goniotomy in infants. 


The speculum is removed and the can 
thotomy closed with catgut. One drop 
of di lsopropy! fluorophosphate (DFP) 
and sulfacetimide (10 per 


cent) are imserted into the conjunctival 


oOmtment 
SAC, 


Binocular pads are applied, the pad 
over the operated eye being covered 
with a shield. For the first 24 
hours the child is kept lying on the side 


metal 


corresponding to the operated eye, so 
that the blood, if any, will settle on the 
opposite side of the chamber and the air 
will keep the raw surfaces of the operat 

ed region apart, 


In bilateral glaucoma, prostigmine (5 
per cent) and one drop of DEP, O.1 per 
cent, are instilled in the unoperated eye 
after 24 hours, and in the operated eye 
after 48 hours. Drops of postigmine (5 
per cent) are continued four times a day 
in both eyes during convalescence. | 


If subsequent Operations are neces 
sary, they can be performed on other 
quadrants of the angle, with the assis 
tant rotating the globe around its axis. 
The operation may be repeated within 
two weeks. In several cases in which the 
nasal angle was scarred as the result of 
previous goniotomies Or cyt lodialyses, da 
good result was obtained by operating 
across the nose on the untouched tem 
poral angle. 


Abrasion or total denuding of the 
clouded corneal epithelium with a kera 
tome made it possible to operate under 
gonmioscopic control with the glass in 
many which this otherwise 
would have been impossible. In the last 
eyes operated Upon, 4 were operat 


CaSCS in 


ed upon under gonloscopic control with 


the glass. In four of the six eyes in 
which the 


without the 


operation was performed 


because of corneal 


glass 
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cloudiness. the reduction of pressure was 


the 
cleared suttier ntly so that the next oper 


only partial. However, cornea 


ation could be performed with the glass 


lescemet's membrane 


Ruptures of 


the 


sometime operation unde 
little more itty ult 


the aberration which they 


gomioscopic control 
because of 
cause, but they can always be cireum 
vented by adjustments of position and 


changes in the line of observation. 


The pomt of the blade of the knife 
should be precisely localized in depth in 
order to assure a superficial incision of 
the thin laver of aberrant tissue. Since 
the 


the stroma transparent, the serrated edge 


in most infants eyes are blue and 
of the pigment segments of the epithelial 
layer at the root of the iris is a promi 
nent feature of gomoscopy and makes an 
excellent landmark by which to judge 
where the pont of the blade is to be 
placed, that 1s, the 


Schwalbe. 


line of 


close 


In the presence of a dark iris, the lo 
calization of the point in depth is more 
difficult because of lack of light in the 
angle and because the pigment serrations 
which provide a striking landmark in 
blue eves are absent In dark eves it 1s 
therefore advantageous to use a 2 powell 
loupe, which makes it possible to see de 
tails of 


This outweighs the sacrifice of depth of 


the insertion of the dark iris 


focus which ts the result of the increased 


mavnification 


(OONTOTOMY WITHOUT THE GLASS 


In the marked corneal 


paren hvymatous s 


presence of 


arring which cannot 
be relieved by denuding the clouded epi 


thelium. the periphery of the cornea ts 


usually clear enough for incision of the 


aid of the 
a technique which ts 
that of de Vincenttis.“4 
the 


tried without 


glass by 


anvle to be 
contact 


based bor 


without glass. the pia 


goniotomy 
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tient s head 1s placed in a horizontal 
position, with the height ot the eye such 
that the looks down 


on it. Grood results can trequently be ob 


Operator vertically 


tained in this manner. [The puncture in 
the cornea is made obliquely in order to 
retention and reformation of 
blade of the 
knife crosses the pupil and disappears 


Cheoauraye 
the anterior chamber 
behind the limbus on the opposite side 
in the plane just anterior to that of the 
iris, its tip bemg visible through the 
the 
the cornea, the knife appears to be 0.5 


sclera from outside. Seen through 
mm. more anterior than it actually ts. It 
is better to err on the conservative side 
by maintaimimng a more anterior plane, 
even at the risk of missing the objective. 
\ir 1s injected at the completion of the 


(ype ration to keep the raw surfaces apart. 


Hlazards are Assen rated with the sem 


blind or blind technique. Accurate re- 
moval or meision of the thin superficial 
laver of obstructive tissue cannot be as 
complished with the precision and con 
sistency Which is made possible by opet 
ating with visualization, that is, under 
magnified gomioscopic control, There is 
the fundamental difference between the 
procedure of operating blindly and that 
by direct vision, namely, that of seeing 
or not 


INDICATION 

IS indicated in all cases of 
infantile 

which ticle ased pressure ts the result of 


congenital or elaucoma in 
obstruction of the angle by a character 
istic developmental anomaly, provided 
that 


iterated by prolonged distention of the 


Schlemms canal has not been ob 
The characteristy anomaly in the 


angle is present in almost all cases of 


infantile glaucoma. 


It 4s that 
per formed as the first operation and that 


suggested gomotomy be 


if this procedure fails to normalize the 
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tension, it be repeated as much as four 
times on adjacent quadrants before re 


sorting to other surgical procedures 


The earlier goniotomy is performed 
after the onset of symptoms, the more 
effective it will be anatomically in nor 
malizing pressure and functionally in 
maintaining or restoring vision. Early 
diagnosis and operation are of utmost 


importance. 


(somotomy may also be effective and 


satisfactory visual results obtained in 


cases in which the onset of symptoms 
has been delayed or after the lapse of 
several years following the onset of in 
creased pressure provided that (1) the 
congestive, 


glaucoma has not been 


(2) the cornea has remained clear, 
(3) the optic nerve has undergone little 
damage, and (4) the globe is not ex 
cessively enlarged. excellent results 
have been achieved in a number of such 
cases in which these conditions were 
present in children 4 and 6 years of age 
with corneal diameters of 14 mm. Gonio 
tomy has also proved successful in one 
case Of glaucoma associated with an 
iridia!’® and in two out of three cases of 
vlaucoma associated with naevus flam- 


oculocutaneous angiomato 


S1s 


CON TRAINDICATIONS 


(somiotomy is usually contraindicated 
for older children whose corneas have 
a diameter of 15 more. In 
these distended “buphthalmic” eyes the 
danger of hemorrhage is increased by 
dilated Schlemm’s canal may 
have been obliterated as a result of the 
distention. Dislocation of the lens or ret 
inal 


Or 


vessels. 


detachment 


may result from the 
sudden decompression which follows 
perforating surgical procedures per- 


formed in this stage. 


fsoniotomy may also be ineffective in 


those seyere CASeS 11 whi h the 


Is 
white at the time of birth. Probably the 
clinical severity of these cases indicates 
a correspondingly severe developmental 


whi h 


oft hl mm s 


with 
Neve the 


Cl) 


anomaly bye lated 


absences canal 


less, 


mahzed by 


some of these cases have 


blowevet the 


Prognosis is not » FOO for normaliza 


tronoin them as it in those in which the 
congestive onset is delayed until the 
third month or late 


(romotomy, when performed by the 


technique deseribed, does 
In the last 150 eye 


the at velopment of the pr ent 


damage. 
Cop rated Since 
tech 


nique, occurred. 


no complication has 
Sympatheti ophthalmia has never o¢ 


curred in the total of 212 eves 


lf goniotomy is unsuccessful, other 
operations can be performed subsequent 
ly without disadvantage. The att 
may be made to obtain external fistuliza 


tion by 


anterior or internal sclerot 


omy, which 1s still used occasion 
ally in lsurope, by Si heie’s LOTMOpPUNC 
ture.’’ or a cye lodiathermy may be per 


formed fore resorting to the 


radical operation of iridencleisis. In my 
personal experience with twelve eyes re 
cently operated upon by goniopuncture, 
it has been ineffective in producing per- 
manent results. arly in my series, a lim 
ited counterpuncture or sclerotomy into 
added to the 
twenty 


the subconyjune liva Was 


gomlotomy Operation in eyes, 
none Of which obtained permanent fis- 
tulization, The results of cyclodiathermy 
have not been encouraging. To be cer- 
tain that a result following a fistulizing 
operation or cyclodiathermy 1s perma- 
nent, a follow-up period of at least eight 
months 1s necessary. Serious complica- 
tions may follow both cyclodiathermy 
and iridencleisis. Sympathetic ophthal- 
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( ] 
a atte both has been reported in the 
| have observed if following 
which Was 


it) Corie Case seen 


AN DISADVANTAGI 


idvantages of goniotomy 

with visualization are 
ibsence of mutilation or 
ent. It create neo pathologn 
ion while restoring the physio 


ction of outflow 


‘air disad 
been the fre 


With the present technique, this 


intage of gomotomy has 


nt me ed of rep ate 
ation 


disadvantage has been largely overcome 


Increased intraocular pressure in in 


lf allowed to persist. corneal cloudins 


roduces permanent trreeular 
| 


astigma 
carring of the paren hyma of 
the cornea. The 


ith the 


tism and 
corneal turbance 
terferes \ development of central 


acuity and amblyopia results 


\t this 


yree amblyopia may 


tender age a considerable de 


occur within one 


or two weel is Shown. for in 


the «le 


by 


elope mnt or my stagmoid 


duriny the course of weeks 


then 


cle ired by 


ment 


and ippearance when the cor 


nea Wa voniotomy 


In congenital or mfantile glaucoma 


the optic dise and fundus often appear 
blurred to direct ophthalmos: opic exam 
ination even though the Corea appears 
these 


clea fo cn teal Inspection lf in 


Case ophthalmoscopy is performed 
through the contact glass. an exquisitely 
detailed picture of dise and fundus is ob 
tamed hie image 


cleared by the contact glass. The explan 


blurred has been 


ation appears to be that irregular astig- 


matism, which is the residue of previous 
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causes the blurring 
ind that thi 
imunated by the contact glass. By the 

token, the 


presumably an amblyopia, 


astigmatism 


nage 


reduced visual acuitv im 


curing the period early 


and ats resultant trreeular 


icuityv. injurv to 


Important 


visual 
much 
turbance of the cornea. 
th unduly delayed 
be an 
Vi val 
Ow soon 

cloudin 

ible an 
pha thie urvent need of irly diag 
nests and prompt operation. The use of 
uld not rmitted to de 
Operation \t the imme it 18 


useful between Operations and when de 


oidable leurthes 


mav extend its 


lay | perience 


uses 


CONCLUSION 


fsomotomy with the glass under gon} 
OSCOP1 contro] should he pr rformed AS 
soon atter onset of the increa ec pres 


lire In ot cloudy 


nea, removal of the cloudy epithelium 
permits operation with the glass, with 
isualization in over 9O per cent of cases 
the 


Schlemm’s 


[he imeision of anomalous tissue 


covering the canal system 
hould be superficial The operation with 
isualization is without hazard for a 
surgeon who has thoroughly familiarized 


himse lf with if and gonioscopy. 


‘sontotomy restores the physiologic di 


rection of outflow without creatine a 


pathologic condition 


An urgent plea is made for early di 
agnosis and early goniotomy with visual 
ization of the angle, 


a 

Comsultation 
+ | 

tl 

i¢ | 

\DVANTAGES EE: - ) 
| 

if ishigymatism., 

= 
ape its safe 

dishigure 

J 

r 

: 

| 
VISUAT RESULTS 

> 
ae . 
| 

4 

| 
| 
| 

7 

+ 
£ 
| 
| 
> 

| 

4 

| 


33 


6, 


OTTO BARKAN 
REFERENCES 14. Gallenga, R., and Matteucci, P.: Idroftal- 


Anderson, | 
or Congenital 


Ringland: Hydrophthalmia 
Glaucoma: Its Causes, 

Treatment and Cure, London, Cambridge 

University Press, 1939. 

Barkan, Otto: 

of congenital glaucoma, 


32 :701-728 (Sept.) 1948. 


: Technique of goniotomy for con- 
genital glaucoma, Arch. Ophth., 41 :65- 
82 (Jan.) 1949, 


Goniotomy for the relief 
Brit. J. Ophth., 


: Present status of goniotomy, Am. 
J. Ophth., 36:445-453 (April) 1953. 


Surgery of congenital glaucoma: 
a review of 196 eyes operated by gonio- 
tomy, Am. J. Ophth., 36:1523-1534 (Nov.) 
1953. 
: Pathogenesis of congenital glau- 
coma, Am. J]. Ophth., in press. 


. : A new focal illuminator, Am. J. 
Ophth., 24:439 (April) 1941. 


Goniotomy knife and surgical 
contact glass, Arch. Ophth., 44:431-433 
(Sept.) 1950. 


Glaucoma induced by air block- 
ade: clinical observation and experimen- 
tal study, Am. J. Ophth., 34:567-571 
(April) 1951, 

Goniotomy for glaucoma asso- 
ciated with aniridia, A.M.A. Arch. Ophth., 
49:1-5 (Jan.) 1953. 

Goniotomy for glaucoma associ- 
ated with naevus flammeus, Tr. XVII 
Internat. Cong. Ophth., New York, Sept. 
1954, Toronto, University of Toronto 
Press, in press. 

Collins, Treacher: Anatomy and congeni- 
tal defects of ligamentum pectinatum, 
Proc. IX Internat. Cong. Ophth. 
(Utrecht) 1899. 

Francois, J.: De la persistance d’un tissu 
mésodermique embryonnaire dans l’angle 
irido-cornéen des yeux atteints de glau- 
come congénital ou d'autres malforma- 


tions, Ann. d’ocul., 186:804-816, 1953. 


16 


19. 


20. 


N 
N 


26 


mo, Relazione al 39th Congresso della So- 
cieta Italiana de Oftalmogia, Turin, Italy, 
October 9, 1952, Turin Fratelli Pozzo- 
Salvati-Gros Monti & C, 


(;rant, W. Morton, and Chandler, Paul 
A.: An arrangement for gonioscopy dur- 
ing surgery, A.M.A Arch. Ophth., 
454-455 (Sept.) 1954. 


Kluyskens, J|.: Le glaucome congenital, 
Arch. d’opht. Paris, 11:574-577, 1951. 


Matteucci, P., and Vannini, A.: II tessuto 
mesodermico dell ‘’angolo irido-corneale 
nell ‘idroftalmo, Communicazione alla Soc. 
(ft. Lombardo, 1952. 


Rochon-Duvigneaud: Traitement du glau- 
come, Gaz. d. Hopitaux, 72:746 (June) 
1895. 


Scheie, Harold G.: Goniopuncture—a new 
filtering operation for glaucoma, Arch. 
Ophth., 44:761-782 (Dece.) 1950. 


Scheie, Harold G., and Frayer, William: 
Ocular hypertension induced by air in the 
anterior chamber, Tr. Am. Ophth. Soc., 


48 :88-106, 1950. 


Seefelder, R.: Klinische und anatomische 
Untersuchungen zur Pathologie und Ther- 
apie des Hydrophthalmus congenitus, pt. 
2, Arch. f. Ophth., 63 :205-280, 1906 


Stepanik, J.: Ein neues Instrument fur 
die Kammerwinkeleinschneidung, K lin 
Monatsbl. f. Augenh., 121 :480-485, 1952 
Tatlor, U Sulla 
irideo, Ann. ottal 
de Vincentis, M 
irideo nel glaucoma, 


22 :540, 1893 
de Wecker, L la 


incisione dell ‘angolo 
Pavia, 20:116, 1891 


‘angolo 


Pavia. 


Incisione dell 
Ann. ottal 


sclerotomie interne, 


Ann. d’ocul., 113 :95-109, 1895 
: Internal sclerotomy, Ann. d’ocul., 
114:116 1895 


a 
aye 
] 
ae 2 15 
4 
] 7. 
] 
_ 
Ke 
aie 
9 
] 
10 
) 
: 
is 


Symposium: Congenital Glaucoma 


END RESULTS OF TREATMENT 


Joseru S. Haas, M.D. 


CHICAGO, ILLINOIS 


Tie outcome of the treatment of 329 — lowing conditions: increased corneal di- 
eyes of 202 patients with the infantile ameter, corneal clouding, rupture of 
form of congenital glaucoma is dis Descemet’s membrane, or occasionally, 
cussed. vlaucomatous Optic atrophy Thos eyes 

which contained other congenital abnor- 


Infantile glaucoma, although rare, has malities. such as aniridia. neurofibro 


heen re Spon ible ror a disproportionate matosis. and nevus were not 


amount of frustration and concern to the included in this study. 
ophthalmologist not only because of the : 

ocular distress of these piathe tic infants The history of each eve was reviewed 
but also because of our gross madequacy and an evaluation of the response to in- 
to combat its destructive characteristics. dividual therapeuti measures made, It 
The motivation in undertaking this anal was difficult to select an accurate index 
vsis has been the desire to alleviate this of the control of these patients 


situation by emphasizing the urgency of 


immediate and proper therapy | 


‘| he rial for this papel has be 1 SOURCE OF MATERIAL INCLUDED IN 
contributed largely by Dr. Otto Barkan, bHis ANALYs! 
who has made avallable the extensive PATIENTS EYES 
material from his private practice. Dr. 10 


Harold Scheie and Dr. Robert Shatter 


Scher } 73 
have also contributed th histories of pa Shaffer 4 16 
tients from their private practices. The Is 10) 


remainder ot the material 1s composed 
of cases trom the glaucoma clinic of the 


Hlinois Ikye and [ear Infirmary, coupled Vision was felt to be an unacceptable 


with those of the author guide, for an evaluation of the preopera 


, tive vision cannot be made. and for 
All of the eves included have been af 
patients it has ‘en oO 
flicted with infantile glaucoma, 1.e., the 
obtain a measure postoperative Vision, 
elevation of the mtraocular pressure has 
mi lt should also bye emphasized that the 
occurred during the period when the 
mostoperative vision 18 a result of the 
ocular coat was. still distensible. They 
. lack of treatment as otten as of the treat 


have all demonstrated an elevated ten 
under deep Alle sthesia and of 


them have had one or more of the fol Inasmuch as none of the panel has 
observed progress of the physical signs 
Presented at the Fifty-Ninth Annual Session of of infantile glaucoma with the tension 


the American Academy of Ophthalmology and Oto - 
laryngology, Sept New York N normalized, if felt that those eyes 
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which without miotics revealed a normal 
tension (in this situation below 283 mm. 
Hg Schigtz) three months after sur- 
gery and in which no progress of the 
disease could be perceived could be con- 
sidered normalized. Additional justifica- 
tion for this concept is provided by the 
fact that Barkan’ has seen only ten cases 
of recurrence out of 196 normalized eyes 
in the past seventeen years. 


RESULTS OF MEDICAL TREATMENT 

All of the 329 eyes in this series were 
subjected to miotic therapy. The miotics 
used included carcholin, 
eserine, prostigmine, and di-isopropyl 
fluorophosphate. The tensions recorded 
at the initial examination under general 
anesthesia are shown in figure 1. Initially 
ten eyes were normalized by miotics, but 
none could be maintained at this level or 
safely controlled. 


The 
Arnold, 


pilocarpine, 


with 
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panel, therefore, agrees 
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Grange and the many others quoted by 
Anderson,’ who have pointed out the 
danger of miotics when they lead to the 
postponement of the operation. Rather, 
the panel would view miotics as an aid 
to operative measures in restoring and 
maintaining the normal tension. When 
miotics lower the tension, they have a 
very definite preoperative value; and 
when the tension persists after opera- 
tion, their use is certainly indicated be- 
tween operations. 


Acetazoleamide (Diamox ) 

In recent months the possibility of 
controlling the tension by inhibiting the 
formation of with diamox, 
while hoping that further maturation of 
the eye will allow the so-called immature 
angle to proceed to its normal state, has 
been postulated by Becker.* Becker re- 
ports a total of three infants in St. Louis 
and two in Baltimore who are under 
maintained therapy with diamox. The 
tension in the eyes of these children is 


us 


following therapeutic use of miotics 


10 20 30 40 50 60 70 80 90 mmHg 
TENSION 
FIG. 1 Tensions recorded at the initial examination of 181 eyes with congenital glaucoma, 
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1955 


under excellent control, but too little 
time has passed to evaluate what 1s hap 
whether 
infantile 


whether 


pening to the disease process, 
the mechanism responsible for 
glaucoma is being altered, or 
tolerate 


the infants can sately main 


tained diamox therapy. 


SURGICAL TREATMENT 
Gonitomy 

Two hundred and fifty-three eyes 
were operated upon by gomotomy. Of 
these the tension was normalized in 114 
by the first operation. Goniotomy was 
repeated on 120 eyes, and S52 were nor- 
malized. When the operation was done 
on 66 eyes for the third time, 10 were 
normalized. A similar number responded 
to the fourth goniotomy, when 10 of 55 
eves light 
sponded to the fifth goniotomy, bringing 


were controlled. more re 
the total number of normalized eyes to 


194 or 77 per cent of the original 253. 


An attempt to explain the reason for 
failure of the operation produced several 
interesting facts. It was apparent that if 
the onset of infantile glaucoma occurred 
at birth or during the first two months 
after birth, it was more resistant to treat 
ment. (Of 69 eyes in which the onset of 


Taare Il 


NuMBER OF Eyes IN Wuicu Tension Was 
NORMALIZED BY (INE OR MULTIPLE 
Gontoromies (253 CASES) 


GONLOTOMIES EYES 
REQUIRED NORMALIZED 
114 
. 52 


occurred before the third 
month after birth, the total percentage 
of cure was only 55. Of even greater 
significance is the fact that it required 
149 goniotomies to normalize tension in 
the eyes of these 38 patients | table IIL). 


glaucoma 


When the onset occurred during the 
second two months there was a startling 
difference in prognosis. Of these cases, 
the total normalized was 97 per cent, 
whereas the 


incidence of success per 


gomotomy had risen to 72 per cent. 


It has been difficult to account for the 
difference in prognosis for those cases 
occurring during the first two months 
after birth. It was found in our study 


Taste III 


PROGNOSIS OF CONGENITAL (INFANTILE) GLAUCOMA 


NUMBER 
NORMALIZED 


AGE AT | NUMBER OF 
INSET EYES 


| 


From birt} 
through 69 
two months 


From 

months 
through on 
four mont! 

From tw 

months <4 
throug! 


seven months 


PER CENT | NUMBER OF VER CENT 
NORMALIZED GONIOTOMIFS SUCCESS PER 
rO NORMALIZE CONITIOTOMY 
55 | 149 25 
| 
9) 72 
9] 77 (9 
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that none of the gomiotomies succeeded 
in eyes with a corneal diameter greater 
than 14 millimeters. An examination of 
the diameters of the corneas of infants in 
the youngest age group revealed that 
hae exceeded this measurement. The 
possibility of the COTTICA being st) small 
as to merease the difficulties of opera 
tion could also be discarded (fig. 2). It 
seemed probable that the difference in 
prognosis could best be explained by a 
difference in the severity of the disease, 
This assumption gained support from 
the observation that both the corneal 
clouding (fig. 3) and the initial tension 
(fig. 4) were proportionately higher 
during the first two months 


lt is unfortunate that the visual acuity 
of these patients is so difficult to analyze 
As has been pointed out, it 1s impossible 
to obtain a measure of the initial visual 
acuity. burthermore, although much 
time has passed since the first gomiotomy 
was performed, the majority of the chil 
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dren in this study are still too young for 
us to make a satistactory determination 
of their final vision. A truly significant 
analysis of the resultant visual acuity 
must await the passage of many years. 
A dramatic improvement in the visual 
PrOoPnosis 1s suggested by those cases in 
which study of the visual acuity and ade- 
quate follow-up have been possible 


(table ). 


Gonio puncture 

Seventeen patients in this series have 
had primary gomiopunctures, ten of 
which resulted im normalization of the 
tension, These len Cases have been ob- 
served for varying periods: one for 
four years; one for three and one half 
years; one for two and one half years; 
two for two years; two for one year; 
and three for five months, without re 
currence. When goniopuncture was re- 
peated in) two cases, it Was successful 
in one, 
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Visuant Acuity 


or Forty Eves witn TENSIONS NORMALIZED BY GONIOTOMY 


VISION FOLLOW -UP VISION FOLLOW -UP 
K.E. 20/60 19 years R.E. 20/20 & years 
L.E. 20/100 L.E. 20/20 
20/100 19 years H.M., 7 years 
RE. 20/50 19 years L.E. 20/20 
R.E. 20/20 7 years 
kK 20/50 14 years 
20/50 L.E. 20/20 
> R.E. 20/20 7 years 
1S years LE. H.M. (amblyopia) 
20/50 12 years LE 
L.E. 20/200 20/30 7 years 
20/60 7 years 
L.E. 20/80 12 years yeare 
R.E. 20/100 11 years L.E. 20/30 6 years 
L.E. 20/100 R.E. 20/20 5 years 
R.E. 20/30 ll years L.E. HM. 
L.E. 20/30 R.E. 20/50 44 years 
20/200 9 years L.E. HM. 
RE 20/30 “ years LE 20/100 4 years 
L.E. 20/60 R.E. 20/20 3 years 
R.E. 2/100 8 years L.E. 20/20 
TaBLe V TasBLe VI 
RESULTS OF THE (JONIOPU NCTURE MISCELLANEOUS OPERATIONS FOR 
AND THE COMBINED OPERATION (ONGENITAL GLAUCOMA 
OPERATION NO. OF SUCCESS- PER OPERATION NUMBER | success- | SUCCESS- 
FUL CENT | FUL |PUL WITH 
| | SUCCESS | MIOTICS 
Gomopuncture 17 10 | 64 Varacentesis 4 | 0) | 0 
Combined | | ‘Trepanation | 6 0) 0 
| | Iridencleisis | 11 4 
gomiotomy 15 62 | 
and (yclodialysis | 5 0 
Cromopuncture (yclodiathermy | 2 () 0) 


——--_ - - 


It is suggested by analogy with the 
goniotomy operation that these success- 
ful goniopunctures should continue to 
function This 
may be premature, however, for it is 


indefinitely. inference 
generally believed that the goniopunc- 
ture operation functions as a filtering 
procedure, and as such, our knowledge 


of the final outcome must await the pass- 
age of time. 


When goniotomy was combined with 
gomopuncture as a primary procedure 
in 22 cases, the tension in 15 was nor- 
malized by one operation. When it was 
repeated in two eyes, it failed to suc- 
ceed (table V ). 
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Miscellaneous Operations 

Thirty eyes in this series received 
other forms of antiglaucomatous sur- 
gery as the primary procedure. These 
operations included paracentesis, treph- 
ining, cyclodialysis, cyclodiathermy, and 
iridencleisis. Iridencleisis succeeded in 
four instances, but the other operations 
were all failures. The four successful 
iridencleises resulted in a corrected vis- 
ual acuity of 20/100 after fourteen years 
in one case, 20/130 after nine years in 
another, 20/100 after eight years in still 
another, and 20/200 after five years in 
the last (table VI). 


TABLE 


CONGENITAL 


SECONDARY OPERATIONS FOR INFANTIL 
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tion succeed. In those cases in which a 
filtering operation was performed, the 
operation was not repeated, presumably 
because of technical difficulties. 


Secondary O perations 


One hundred thirty-three multiple 


A 


chart has been prepared which reveals 


mixed operations were performed. 


the results of the various antiglaucomat- 
ous procedures when they follow proce- 
dures of a different type (table VII). It 
is hoped that this chart will prove of help 
when similar clinical situations arise. 


Vil 


ge GLAUCOMA AND THetr Resutrs * 


SECONDARY OPERATIONS 


GONI- | 


GCONIO- COMBINED | CYCLODI- 
| OTOMY | PUNCTURE ATHERMY 
11 (+) | 1 1 (—) 

| 3 (—) | 
| 2 (—) | 
| 3 (+) 
| 6 (+) | 2 (—) 
3 (—) 
| L(+) | 3 (4+) | 304) 
ll (—) 4 (—) 14 (—) 
1 (+) 2 (+) (—) 
1 (—) 5 (—) 
1 (+) (+) (—) 2 (—) 
| ¢ ) ) 
| 2 (+) 


PRIMARY 
OPERATION | TREPANA IRIDEN- | CYCLO- 
rlON CLEISIS | DIALYSIS | 
‘T repanation | 2 (—) 
Iridencleisis | 3 (—) 
Cyclodialysis 2 (—) 2 (+) | > (—) 
| 1 (—) | 
Goniotomy 2 (+) 14 (+) | 2 (—) 
| 9 (—) | 
Goniopuncture | 2 (—) ¢ ) 
Combined 1 (—) 
Cyclodiathermy 
*(+-) Tension controlled below 28 mm. 


Tension uncontrolled 


In nine cases, cyclodialysis was re 


peated when the first operation failed, 
and in no instance did the second opera- 


Hg Schigtz 


DISCUSSION 
This study reveals that the increased 
tension of infantile glaucoma 1s normal- 
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ized by angle surgery in 77 per cent of 
the This 
higher that 


CASES. hgure 1s 


markedly 
An- 


derson,' who stated that filtering opera 


than reported by 
tions normalized the tension in from 40 
to 5O per cent of the cases. Our limited 
data on iridencleisis are in close agree- 
ment with Anderson’s figures (fig. 5). 


(Of interest is the poor prognosis asso- 
ciated with infantile glaucoma present 
at birth or developed during the first two 


80 


5th Goniotomy 
4 th 
3rd 


70 


60 


50 


40 


PER CENT 
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acuity was inconclusive because the in- 
itial visual acuity cannot be determined, 
and because a large number of children 
still too 
young for an adequate postoperative 
evaluation to be made. When the final 


with normalized tension are 


outcome is available, it is the panel's 
opinion that the potential visual acuity 
will depend on the severity of the disease 
and the length of time before tension 
normalization, as well as upon the char- 
acter of the operative technique. Prelim- 


GONIOTOMY 
253 Eyes 


Percentawe of success 


months after birth. Whether the high 
tensions, the greater corneal clouding, 
and the poorer prognosis at this period 
indicate that this form of glaucoma 1s a 
more severe form of the disease seen in 
the older age groups, or whether these 
factors are due to a different mechanism, 
can only be contemplated. 


An attempt to analyze the outcome of 
this disease on the basis of central visual 


GONIOPUNCTURE COMB'D 
Eyes 


of various operations tor infantil 


IRIDENCLEISIS 


22 Eyes lt Eyes 


yvlaucoma 


inary results have made possible a mark- 
edly better prognosis. In unilateral cases 
the possibility of amblyopia ex anopsia 
must not be overlooked. 


Since the ophthalmologist cannot con- 
trol the severity of this disease, it is evi- 
dent that he must concentrate upon early 


diagnosis and immediate tension nor- 
malization. 


Only one death has occurred as a re- 
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MAY-TUNI 


sult of anesthetics administered to these 
infants, which attests to the safety of 
modern intratracheal techniques. 


SUMMARY 

|. The prognosis for infantile glau 
coma present at birth or occurring dur 
ing the first two months after birth is 
poorer than when the 


disease Occurs 


later. 
2. The medical treatment of infantile 
glaucoma is condemned. 


3. Surgery of the angle in infantile 
glaucoma results in a higher percentage 


of tension normalization than occurs 
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when classical filtering procedures are 


used 


} It is pre dicted that early diagnosis 
with early surgery of the angle will make 
possible a greatly improved visual prog 
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REVIEW, SUMMARY, AND CONCLUSIONS 


SAMUEL J. Meyer, M.D 
CHICAGO, ILLINOIS 


Tne purpose of this panel has been 
to organize and present those facts about 
congenital glaucoma which seem estab- 
lished and clinically important. We have 
made no attempt to discuss contempo 
rary theory or controversial issues. For 
tunately, the disease is very rare and is 
encountered infrequently by the aver 
age practicing ophthalmologist. The 
members of this panel have probably 
treated a larger number of cases than 
any other group, and they have attempt- 
ed to provide a summary of fundamental 
knowledge that might serve as a founda- 
tion for future study. 


The panel has met on several occa 
sions, necessitating travel from coast to 
coast, and we are greatly indebted to 
Drs. Otto Barkan and Robert Shaffer for 
the privilege of studying a large series 
of their cases, both preoperative and 
operative, and for a collection of inter. 
esting slides showing the pathology of 
this type of glaucoma. 


Congenital glaucoma (buphthalmos ) 
(hydrophthalmia ) is a condition where- 
in structural abnormalities in the region 
of the anterior chamber result in a de 
creased facility of outflow of the intra 
ocular fluids and an increased intra- 
ocular pressure. In infancy, the ocular 
coats enough to stretch 
with the increased intraocular pressure, 


are elastic 


From the Department of Ophthalmology, Chicago 
Medical School, and Michael Reese Hospital, Chica- 
Ku, 
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so» that the entire eye enlarges. In the 
adult, similar increased intraocular 
pressure produces a marked stretching 
only in the region of the lamina cribrosa. 


The condition has been recognized 
very early times (Saint-Yves, 
(Mackenzie, 1830). Its glauco- 

matous aspect was probably first noted 
by Beger in 1744. 


The panel is not in favor of using the 
terms buphthalmos and hydrophthalmia, 
but recommends the 


term congenital 


glaucoma. 

Congenital glaucoma is caused by an 
anomalous development of the anterior 
chamber angle. About 70 per cent of the 
known cases are bilateral. While adult 
glaucoma affects females and males in 
the ratio of 3:2, about 70 per cent of in- 
fantile glaucoma cases occur in males. 


While the defect that produces infan- 
tile glaucoma 1s usually congenital, the 
may not become 
some time after birth. 


disease evident for 


PATHOLOGY 

In specimens of early congenital glau- 
coma, the iris usually is inserted directly 
into the trabecula, well anterior to the 
spur, and may cover one half, or more, 
of the trabecula. Such an anterior in- 
sertion could result in a definite block to 
aqueous outflow. Successful goniotomy 
may result in a definite recession of the 
anteriorly placed iris. 

Doctor Shaffer believes that an ante- 
rior attachment of the iris is usually 
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present (onioscopically, the anterior 
chamber appears to be deeper. This dis 
Crepancy nay be caused by yONLLOSCOpIC 
prismatic optical changes, which amount 
to about five diopters of deviation. On 
the contrary, Doctor Scheie has obs rved 
that the angle wall is wide open and that 
Schlemm’s canal is anterior to the spur. 


has 


of the iris 


not seen any anterior insertions 


lhe scleral spur is less prominent than 
in the normal eye and 1s usually situated 
Seefelder be 


lie ves that the mine! lamellas ot the tra 


behind the anek 


recess 


becula nore compressed 
with congenital glaucoma than in normal] 
eyes, and that there may also be an ab 


normal 


insertion of the trabecula inte 
the ciliary body rather than into the 
scleral spur. lt iS also probabl that 


there may be some defect in the permea 


bility of this tissue. However thi 


bers of this panel have examined the 
normal eyes of many infants, which have 


revealed similar findings. 


Schlemm’s canal is usually found to 
be poorly developed, or entire, absent, 
upon microscopic examination. Surpris 
ingly, it is easy to fill Schlemm’s canal 
with blood after pressure normalization. 
as 1s frequently observed gomloscopical 
ly. The canal may be posteriorly placed 
(fetal). Some investigators believe that 
new tissue, either fibrous or endothelial. 
may be found in the angle. The members 
oft the panel disagree with this belief. 
Since we can see a clear blood filled 
Schlemm’s canal goniose opically, the ob 
struction to outflow must lie in tissue sit- 
uated in front of Schlemm’s canal. 


Doctor Barkan believes that the tissue 
between Schlemm’s canal and the ante- 
rior chamber 1s gomioscopically less 
transparent. This finding combined with 
the results of goniotomy has led him to 


infer that the tissue is less permeable. 
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In a large series oft Anderson 
found that the 
glaucoma varied from 0.03 per cent to 
0.079 per cent of all clinic patients. In 
tor blind children, congenital 


vlaucoma was reported to be the cause 


De 


mcidence of congenital 


mstitutes 


of blindness in from 2.4 per cent to 23 
per cent, Lhe exact time otf onset may be 
difficult to ascertain, as congestive symp 
first after 
birth. It is usually apparent, however, by 
the time the The 
birth in 


toms may occur Some time 


child is one vear old 


ise is probably present al 


1) to OO per cent of cases, and it may be 


hotophobia, blepharo 
pasm, and epiphora constitute the eat 


hest SVinptom of the disease Vhoto 
phobia is usually the first symptom, and 
its presence at birth or shortly there 


atter usually indicates the presence of 
an elevated tension 


The late obyective signs consist of en 
largement of the globe with an increase 
in the corneal diameter, usually 12 mm. 
or more, ruptures of Descemet’s mem 
brane, deepening of the anterior cham 
ber, and corneal haze of varying degree. 
The corneal haze usually fluctuates with 
the degree of elevated tension present 
Ruptures of Descemet’s membrane are 
probably due to the corneal enlargement 
and strete hing (;laucomatous excavation 
may occur later, but its presence is diffi- 
cult to ascertain due to the corneal haze. 
vitreous opacification, and lens changes. 


The intraocular tension must be eare 
fully measured under deep intratracheal 
anesthesia to obviate AT) abnormal read- 
ing in a normal eye resulting from a 


struggling child under light anesthesia. 


V arious Investigators believe that ZO 
mioscopy is a valuable diagnostic aid and 
describe persistent mesodermal or anom 
alously differentiated tissue or abnormal 
trabecular tissue in the angle as char- 
acteristic of the disease. Considerable 
expert experience is necessary to in- 
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terpret the pigment layer arrangement at 
the insertion of the iris into the scleral 
spur as well as a filled-in apex at the 
angle of the anterior chamber in infan 
tile glaucoma. 


PROGNOSIS 

In the past, the prognosis for congeni- 
tal glaucoma has been very poor. How 
ever, as Haas shown in his sta 
tistical report, the outlook for useful 
vision has improved dramatically. Most 
of this improvement has occurred since 
1939, over a period of 15 years, and is 
coincident with the popularization of 
gomiotomy by Otto Barkan. It is also 
possible that with the addition of gonio- 
puncture to our operative armamentari- 
um, especially in cases where goniotomy 
has failed, the percentage of successful 
results will increase even more. 


has 


If the tension is not successfully con 
trolled, there is a slow progression of 
the classical signs previously described. 


The corneal diameter becomes greatly 


enlarged and the corneal opacification 
increases. The ocular tissues thin out, 
and rupture of the globe may occur, Oc- 
casionally a spontaneous regression may 
occur with subsidence of previous ob- 
jective changes. 


TREATMENT 

The treatment of congenital glaucoma 
is primarily surgical. The consensus of 
the members of this symposium is that 
deferment of surgery for medical ther- 
apy does nothing but deprive the pa- 
tient of the better result which might be 
anticipated from early surgery. It is also 
the opinion of the members of this panel 
that goniotomy is the operation § of 
choice, an operation which has gained 
favor as a result of the outstanding work 
of Barkan, who has reported successful 
normalization of tension in over 80 per 
cent of 210 cases operated upon. Gonio- 
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puncture, recently described by Scheie, 
either alone or in combination with go- 
niotomy, also shows some promise in the 
treatment of congenital glaucoma. 


In performing goniotomy, prelimt- 
nary removal of the clouded epithelium 
with a keratome makes it possible to 
operate under gonioscopic control in 
most cases. If corneal cloudiness is so 
marked that visualization of the angle is 
not possible after removal of the clouded 
epithelium, good results may still be ob- 
tained by operating without visualiza- 
tion. 


Diamox, which is successful in reduc- 
ing the intraocular tension and clearing 
the cloudy cornea, may be tried as a tem- 
porary expedient, but this form of ther- 
apy should not be allowed to delay the 
operation. 


The sooner pressure is relieved, the 
yreater 18 the reversibility of the cor- 
neal cloudiness. Giomiotomy while the 
disease is in its early stages also en- 
hances the opportunity of activating the 
potentially functioning Schlemm’s canal 
mechanism, which ts usually present but 
which atrophies if aqueous is not given 
access to it at an early date. A small 
angle area, if cleanly exposed, 1s often 
sufhcient to normalize the intraocular 
tension permanently. It 1s possible that 
only a small area of exposure suffices for 
physiologic demands, provided that the 
exposed area is normally permeable and 
has not become scarred as a result of 
surgical trauma. The action of gonio- 
tomy probably consists of re-establish- 
ing outflow to the trabecula-Schlemm’s 
canal mechanism and its emissaries. 


Gomotomy is contraindicated in the 
late distended stage of infantile glau- 
coma in which Schlemm’s canal has be- 
come more or less obliterated. During 
that stage, the operation may cause a 
sudden loss of intraocular fluid with a 
resultant retinal detachment or disloca- 
tion of the lens. In late cases, cyclodia- 
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thermy punctures and oral use of dia- 
mox may result in some degree of suc- 
cess. 


Recently, some European ophthalmol 
ogists have reported a series of success- 
ful results in controlling the tension by 
using cyclodiathermy. Such favorable 
results have not been corroborated by 
the members of this symposium. 


Results from other procedures, such 
as corneoscleral trepanation, iridenclet 
sis, and cyclodialysis, in the hands of 
this committee have been very discourag 
ing. Use of these operations also ac 
counts for the poor results reported by 
all investigators previous to 1939, when 
goniotomy was first brought to our no 
tice. trepanation rarely 
controls the tension adequately, and all 
too frequently it may be accompanied by 
loss of vitreous, intraocular hemorrhage, 
subluxation of the lens, corneal edema, 
and permanent corneal opacity. 


Corneoscleral 


It should be noted that the use of mi 
otics, diamox, or both, if successful in 
controlling the tension, should not re 
sult in a surgery. 
These medicaments are merely an aid to 


postponement of 


operative measures and to controlling 
the intraocular tension between opera 
tions, when further operation is indicat 
ed. It seems that the better the condition 
of the eyeball at the time surgical mea 
instituted, the better chance 
there is for controlling the tension. It 1s 
difficult 
sion present following operative inter 


Sures are 


to ascertain the amount of vi 


ference, due to the young age of the in 
dividual affected, and to the short period 
of time in which the postoperative re 
sults of gomiotomy and gomopuncture 
have been under observation. [t is prob 


CONGENITAL GLAUCOMA 


345 


ably best to rate the percentage of suc- 
cesstul results according to the number 
normalized intraocular 


of cases with 


pressure. When the tension is normal. 
ized, the corneal haze clears, and prob- 
ably no turther deterioration of the eye- 
ball occurs. 


No doubt the percentage ot eyes with 
normalized tension following gomotomy 
or gomopuncture will improve material- 
ly with the increase in experience gained 
by the occasional operator, This 1s ade- 
quately demonstrated by the contrast be- 
tween the indifferent results reported on 
a series of cases done by ophthalmolo- 
gists not very experienced in angle sur 
gery and the results in a series of cases 
performed by more experienced and ca- 
pable surgeons, The statistics reveal em 
phatically that the inexperience of the 
operator will influence adversely the 
over-all percentage of cures. The more 
angle surgery performed, the greater 
improvement in the ultimate results. 


larly surgical normalization of in 
traocular pressure is needed to prevent 
marked corneal enlargement and stretch- 
ing of the other ocular tissues, with the 
secondary degenerative and irreversible 
changes that may follow, in order to al- 
low development of the central visual 
acuity. 


the members of the 


symposium believe that early diagnosis 


In onclusion., 


indicated. 
(roniotomy 1S the operation of choice. 


and surgical intervention are 


(;omopuncture in combination with go- 


miotomy 1s indicated if 1S 
unsuccessful. Diamox may be used tem 
porarily to lower the tension preopera- 


tively. 
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SUBACUTE CIRCUMSCRIBED MACULAR RETINOCHOROIDITIS 
SIMULATING INTRAOCULAR TUMOR 


W. E. Fry, M.D. 


kpMUND B. 


SPAETH, 


M.D. 


PHILADELPHIA, PENNSYLVANIA 


THis paper concerns the ophthalmo 
scopic and microscopic appearance of 
subacute circumscribed retinochoroiditis 
of the macular area. The clinical ap 
pearance of this type of retinochoroiditis 
will be compared to the clinical appear 
ance Of an early case of macular malig- 
nant 
similarities and 
pearance, 


reference to the 
the differences in ap 


melanoma, with 


will be 
described and compared to the patho 


The pathologic appearance 
logic changes seen in a type of non 
specific inflammatory change involving 
the retina and the choroid, The report is 
based on five cases, three of which have 


pathologic reports associated with them. 


CASE REPORTS 

Case 1—E. G 

admitted to the service of | 
Kye Hospital on June 6, 


The was 6/6 in the 
right eye and 2/60 in the left eye The Schigtz 
lig in each eve. 


a white male, was 
Bb. S. at the Wills 
1949. 


| ave 2/ 


Vision on admission 


tension was 17 mm 


The chief complaint on admission was di- 
plopia followed by loss of vision in the left 
eye. The patient first noticed diplopia about 
lanuary 15, 1949. It was present in all fields 
of vision and increased over a short period of 
time. Following this there was a gradual loss 
of vision. There was no previous history of 

trauma or The patient had 
worn glasses at no time. The previous medical 
history was unimportant except for malaria 
in 1943, with several recurrences, and an at- 
tack of pyelitis in 1942 


ocular disease 


From the Wills Eye Hospital 

Presented at the Fifty-Ninth Annual Session of 
the American Academy of Ophthalmology and Oto 
laryngology, Sept. 19-24, 1954, New York, N. Y, 


Previous to the time of admission to the 
Wills ye Hospital the patient had had a series 
of penicillin injections, and later on a series of 
penicillin combined with strepto- 
mycin. There had been no change in the fundus 
condition following this 


Inrections 


treatment. which ex- 
tended over a period of eight weeks 

All report 
tion were 
adult male 


crn thie yeneral physical examina- 
normal, The patient was a healthy 
Blood pressure, 120/75 with nor- 


mal phy al findings 


The external condition of the eves was nor- 
mal ‘| here Was Tit niection ot} the conjunc- 
pupil re- 


rotations 


Liva. tiie 


| 


corneas were clear and thi 
The 
right eye, me- 
normal im size, 


Apo ¢ rite | ve 


action was pertectly norma 
were full. In the fundus of 
dia were clear and the dis 
| were nor- 
nd periphery were normal. 


] ec were cleat 


The 


ipe and color, The 
appeal iverave SiZC and 


appearan rca t | cre Was a 


ured he general level ot the 


retina at the yp ior pole (fig. 1). There 


were seve rrhaue bout this 


FIG. 1—Case 1. Macular area. 
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MAY-JUNI MACUL] 
irea Lhere Was change in col r of thre 


lace aS tar as irregular pizmentation Was con 
cerned 


At a later date the 
Was described AS 


tundus in the left eye 
showing a few fine vitreous 
opacities. The disc margin was slightly blurred 
but with no elevation. There was an area of in 
creased pigmentation between the macula and 
the disc which extended up and around this 
like a collar. The lesion did not extend beyond 
the temporal margin of the macula. 


There small fresh hemorrhage 
above the lesion. The retina overlying the le- 
sion appeared edematous and without pigmen 
tation 


Was one 


The laboratory reports were not illuminat 
ing with regard to the ocular situation. Roent- 
genograms of the skull and sinuses indicated 
polyps in the floor of the left antrum: the 
skull, sella turcica, orbits and fissures showed 
Th evidence d sease, 


The blood sugar was 78. The spinal fluid ex 


att) nati a hie W thie pre sstire to bye rie rmal 
W assern im and Kahn test were negative, 
and the blood count was within normal limits 

The patient was seen by several phthal 
mologists in consultation. The eye was enu 


AR RETINOCHOROIDITIS 


Pathologic report 
The gross specimen was a globe of normal 


rmalitv as to contour 


Vicroscopic examination 


rnea shiv wed slight ed ma im the epithelial 
‘ayer but otherwise was not noteworthy 


\nterior chamber was of average depth, The 
iiltration angles were open. The spaces of Fon- 
were distinct. The iris was normal 
There Was a slight ectropion of 
the uveal pigment, the pigment layers showing 
loss Of pigment to some extent 


tana 


throughout 


(ithary body: There was a slight pigmentary 


loss but no other pathologic change. The zon- 


ular fibers were ntact lhe lens appeared nor- 
mal. Vitreous chamber was free of exudate. 
ket na and Chord | ‘| he retina in the 


macular region was 
to tolds. The folds 


all Oo! thie 


edematous and thrown in- 
were deep and involved 
(fig. 2). 
from the under- 
ir exudate type of 


layers (1 trie retina 
air retina wa separated 


* 


rhiate \ present in thi deeper layers of the 
retina. Ihe layer of cones at the macula had 
lisappe | th irea was replaced by an 
date ntaming round cells well as gran- 

r mates wit me red cel Shghtly 


Fit 


Case 1, Macular area showing retinal pigment epithelial change. 
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to the disc side of the macular region there 
was some proliferation of cells resembling the 
elongated type of cell that is derived from the 
pigment epithelium. The pigment epithelium 
could be traced beneath the whole lesion; it 
was quite irregular but it was present in most 
Bruchs’ could be made out 
in most places. The choroid beneath this area 
was approximately twice the normal thick- 
and dilated blood vessels as 
well as a moderate amount of round cell infil- 
tration, Some of this round cell infiltration 
could be traced to the edge of the optic nerve. 
The retina and choroid away from the macu- 
lar region appeared normal except for a local- 
ized proliferation of pigment epithelium near 
the periphery at on 
ated with a 


areas membrane 


ness contained 


side. This was unassoci- 


round cell infiltration 


Impression 

A moderately early stage of subacute retino 
choroiditis. 

Case 2--These findings illustrate a slightly 
different phase of the condition under con- 
sideration. This case has been reported pre- 
viously but will be reviewed briefly at this 
point because the pathologic findings indicate 
a more advanced stage of the disease than 
those of case | 


History 
D. M., age 30, male, white, admitted to the 


AND Ek 


FIG, 3—Case 2. 
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Wills Eye Hospital on June 18, 1949, under 
the service of W. E. F. 

The chief complaint was poor vision of the 
right eye for a period of several months. The 
patient stated that his vision in the right eye 
was known to be normal by examination in 
1945. He had never worn glasses. His vision 
on admission was 1/60 in the right eye and 
6/6 in the left eye. 


The previous medical history contributed 
nothing of value in diagnosis of the present 
condition, 


(;eneral physical examination revealed a well 
nourished, well developed white male without 
abnormal physical findings. The blood pressure 
was 130/80 


Ixternal ophthalmoscopic 
normal in both eyes 


findings were 
The intraocular tension 


was 19 mm. Hg Schigtz in each eye. 


Fundus examination: D., media clear, 
disc normal in size, shape, color and contour 
with a normal physiological cupping. The ves- 
were normal in caliber. The macula 
showed an elevated area, approximately 2 di- 
opters in height (fig. 3). It was densely pig- 
mented, and lateral illumination showed a 
moth-eaten type of central spot. There were a 
few hemorrhages on the periphery of the ele- 
and a zone of serous exudation gsur- 
rounded it. A small amount of yellowish exu- 
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vation, 


Macular area. 
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sc diameters n botl s ot the pupillary opening. The 


e¢ macula Lhe pe- VAS r? he cihary body shi wed pig- 


peared approximately 1.5 di 
the retina was otherwise norma! 


rite 


media clear, disc normal, vessels nor ind retina Lhe retina was 

mal and macula normal. Retinal peripher throws: tf a moderate extent: it was 
norma! not parated f1 he underlying tissue, 
The s! | mp findings were normal! in each er lerate amount of edema, pas 
eye. : ti noted in the inner nuclear layer of 
"Thre ry report icludin: hlood t beneath tl retina wi in elongated 
d urea | alt of the retinal tl that 

lone A, » SIT 

entgens leration 

Chere 

area, 

ction of 

some 
t epi 
this 
ea of 
rtiion 
thick 
of 


1949 
Path 


rneal ru ire AS normal The anterior 


chamber w ! normal depth. Iris showed 


ede Oo} 


Of pigment 


retinal pigment epithelial layer 


: 
temp 
rip! 
osterior synechias wer present between the deep: lavers of 


AND 


The 
post 


hum 
in} the choro. roy thie 
riot pole Appear d to | 


limpre 

represent 

( ase 3 ( N af wiiite, male, secon in 
the office of \W 1954 

\ppros mate| avo the patient 
Was aware a 10s central vision in the 
left eve. Ohne ame blurred and 
Wavy and distorted "Thy condition 


bruars 


were 
wily worse o\ period of a number of 
During 
left eve ha 
patient hele, vision at 


uation and 
stable. al- 
though the 
the present time is 
six mont) iva) 

At the time of the be vinninyg o his ocular 
difficulty, general physical and labora 
tory studies patient’s health 


survey 
indicated that the 
was normal 

Visual acuity in the right eye 
and in the left eve. 1/60 
the right eye norma! 


was 6/6-+-, 

central fields of 
The central field 
showed a central scotoma for 


were 
in the leit eye 
2/1000 white, 
ameter 


approximately & degrees in di- 

The external ocular condition was entirely 
normal. The fundus of the right eye was note 
worthy. The disc was healthy, the macular 
normal, In the left eye, the lens 
were clear, the disc was healthy 
ihe vessels showed no change. In the macu- 


‘oli Was 


FIG. 5—Case 3. 


lar region was a central white area approxi- 
mately one dise diameter in size with a collar 
olf pigmentation (fig. 5). There were no hem- 
orrjages. Directly in the central area there 


B. SPAETH 


was a lesion with 
top 


yellowish white exudate; the 
the lesion measured 2 diopters 


Impression: Stabilized cir 


umscribed sub- 


acute retinochors ditis 


N.. age &6. whit 
service of W. k. F 
ye Hospital, June 12, 1953. 


a history of 


male, ad- 


at the Wills 


There was gradual failing of 
a period of seven 

ars. The patient had had no treatment. There 
had been no light perception with this eye for 
at least six months prior to the time of ad- 


mission 


vision in the left eye over 


bindings from the physical examination 
normal, The ocular examination of the 
right cyve howed light perception: tension 
as tested by the fingers was normal. Some 
corneal stain sppeared in the lower one third: 
the anterior chamber was poorly visualized 
of the haz The iris showed 


no uveal posterior synechias 


were 


hecause cornea 
vascular ization: 
could not be discerned 

The lens showed a central opacity; the fun- 
dus could not be seen 


Pathology 


Cornea: The epithelium was intact, as in 


Bowman's membrane. The stroma appeared 
to be somewhat more cellular than normal 
with irregular distribution of the cells. D 
met’s membrane was intact. The anterior 
her was of moderate depth 

The angles were occluded. The iris appeared 
to somewhat more ular than mn 
There 
body inflammatory chane The 
crystalline lens was intact 


were posterior synechia 


showed no 


Roth the retina and the choroid 


appeared 
somewhat thinner than normal in most 

At the posterior pole, however, on both sides 
of the optic nerve the 
degenerative 


ATCAS 


retina shows marked 
The unusual feature, 
a considerable proliferation of 
cells, similar to the pigment epithelial pro- 
liferative cells, between the retina and the 
choroid. This occurred on both sides of the 
nerve and was unassociated with an in 
flammatory exudate or with hemorrhage (fie 
6). The optic nerve was notably affected 


changes 
however, was 


opti 


lmpression 


This nonspecific, moderately 
diffuse retinochoroiditis limited to the pos- 
terior pole but not limited to the macular re- 
gion. The changes in this case seem to be. in 
our opinion, much more advanced than those 
in the first two cases, but the process appeared 
to be a similar one. 


© L., age 44, white 


represents a 


Case 5 female, seen 
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she first noticed two days before that the vision 
n her right eve was blurred. There was a his- 
tors t a fall down steps eight weeks pre- 
viously, At that time her wrists were badly 
bruised and she had a nosebleed, but at the 
time no damage to her eyes was noted sub- 
jectively, 

The eyes were entirely normal externally. 
he pupils were equal and reacted normally. 


lar tension was normal 


niraocu 
In the fundus of the right eye a grayish 
hegwan the macular rewion ind extended 
tempor illv tor a distance f 2 to 2.5 disc di- 
meters 1 hie urface of this mass was ele- 
ited 6 d ptet It was grayish brown in color 


with some pigment mottling in and beyond the 


macular region, There were no hemorrhages. 


were signs of pigment mottling just 
ith the urface of the mass, and some 
ire i a yell wish Appearance 
The sht lamp examination in both eyes was 
entirely normal. The right eve was enucleated 
on November 16, 1953 


Pathologic examimation 
The anterior seement was entirely normal 
lhe inal we>rTre Open, thie ris ired nor 
al and the erystalline lens w normal Be 


nning in the macular region and extending 


Malignant melanoma in macular area 


MAC @ILAK |\ 
* 
< 
= 
= 
Fit; ( as Retina ind choroidal change 
wijacent to th Opti ry 
n the othe \\ i N Ve rri bye 13. 
ig Phe visual acuit the right eve was 3/60 
FIG. 7—Case 5. 
: 


out approximately 4 millimeters was an ele- 
vated pigmented tumor-like mass made up of 
spindle cells (fig. 7 and 8). The diagnosis was 
spindle-cell malignant melanoma. 

There are certain clinical features of 
these cases of localized retinochoroiditis 
and tumor formation at the macula that 
may be compared. 

The vitreous was clear in both condi 
tions. The anterior chamber and cornea 
showed no unusual changes on slit lamp 
examination. There was no iris vascu- 
larization in the cases of retinochoroid 
itis, We have noted no iris freckles in 
the case wherein the malignant lesion 
was located at the posterior pole, The 
disc was normal in both instances and 


the retinal vessels were not contributory. 


Many of these cases occur in young in- 
dividuals and the situation is not neces- 
sarily associated with hypertension, In 
both instances the visual acuity may be 
6/60 or less. In the cases of localized 
retinochoroiditis — the 


Symptoms were 
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Case 5. Apex of tumor. 


loss of vision, some distortion, and tre 
quently a history of aching. One patient 
described diplopia. In the case of the 
tumor there was distortion of the image 
and visual loss. The peripheral fields in 
all the cases were normal. In the cases 
of retinochoroiditis, there was an ir- 
regularly rounded scotoma in the cen- 
tral field. This varied in size depending 
upon the activity of the lesion. In the 
case of the macular tumor, the scotoma 
varied in extent and showed a tendency 
to imecrease in size as the condition ad 
vanced. The ophthalmoscopic appear 
ance of the lesion in the case of macular 
choroiditis was somewhat hazy in out 
line, and the area of involvement was 
usually not greater than 1 and 1.5 disc 
diameters in extent. In the case of the 
macular tumor, the outline was also 
hazy. However, the size of the tumor 
may vary considerably depending upon 
the extent and duration of the lesion. In 
the cases of retinochoroiditis, the eleva- 
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tion was less than 3 diopters above the 
level of the surrounding retina. With a 
possible macular tumor, the elevation 
may vary, but even when the tumor is 
first under observation the size of th: 
ele vation may be trom 6 to & chopte rs. 
roditis 


requentl Porm a part 


In case of macular ch hemot 


tal collar 


but later they 


rhage f 


during the early stag 


clear up; while with a tumor, the hem 

orrhage is absent. Macular chor litis 

len) h ippearancs 

love In the 

nis! | led 

he} arly 

hal mn) ¢ 

quently the lvanced the lesion 

he rreater the Or 
In the ca of tur the pigment 

turbance was minimal. The activ L 


riod of macular choroiditis May vary 
from three to nine months in most in) 
xtension of the 
with the 


detinitely 


Stances. with 


line 
tumor the 
established 


observation 


In unusual cases: 
elevation was 
and from the history the progress ap 
peared to be rapid. In the cases of 
retinochoroiditis the lesion tended grad 


when it first Came 


ually to flatten out. whereas the tumor 
increased in size 


There are certain pathologic changes 
that can be compared with advantage 
The normal in 
both the cases of retinochoroiditis and 
The 


instances. In the cases of 


anterior segment was 


the tumor. vitreous clear in 
both retino 
choroiditis. there were a few round cells 
at the margin of the disc at the level of 


the choroid : 


Was 


in the case of tumor the 


disc was normal. In the cases of retino 
choroiditis, the retina was elevated and 
thrown into folds. The degree of edema 
varied, with separation of the layers 
and with some collections of round « ells. 
There was a collection of red cells at 
the edge of the lesion. With the tumor 


the retina was elevated: there was no 


unusual change in the architecture of 


the various layers and hemorrhage was 


absent, but dilated vessels were at the 


margin and on the surface of the 


growth. In central  retinochoroiditis 


there was proliferation of the pigment 


cells with scattering of the pigment 
granules, and a varying amount of fibro 
blastic proliferation accounted for much 
thie dppcarance, This 

d to the macular region, The pigment 
epithelium over the mass of the tumor 
ual chan Bruch’'s 

unbroken in the cases of 
nochoroidit! It stained quite well, 
cori thickening Im the tu 
Ca Bruch’s membrane had rup 


tured so that the tumor buleed through 


im the case Of retinochoroiditis was 
thickened thie Were dilated anc 
there were scattered collections of round 


cells. The 
macula and the immediate 
the case of 


limited to the 


surrounding 


se changes were 


areas. In tumor, the mass 


could to ¢ xpand the horoid with 
prolit ration ot the Lumor cells in this 
aren | he ve sels at the edge of the tu- 


Mor were dilate 


Certain comparisons can be made be 
tween the changes that occur in the Jo 
calized macular retinochoroiditis and in 
In both 
pigment epithe hal cells showed a hibro 
blasti 


tinvuished 


the diffuse type imstances the 
prolite ration that cannot be dis 
from the fibroblasti 


Was present 


prolif 
eration that in the case Oo} 
diffuse 


lished etiology 


retinochoroiditis of wunestah 


\ practical observation can be made 
from the pathologic findings in these 


cases of macular disease: the process 
appears to be an inflammatory one and 
nonspecific therapy should be used vig- 
orously, especially in the early stages. 


Nonspecific therapy is usually all that 
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can be given because careful investiga- 
tion for a specific etiology is disappoint 
ing in an overwhelming percentage of 
the cases, 


SUMMARY 

l. ‘Two cases have been described, 
illustrating the subacute inflammatory 
nature of cases of localized retinocho 
roiditis that simulate an intraocular ma- 
lignant growth. 

2. The clinical and pathologic find 
ings in a case Of malignant melanoma of 
the macula have been described, 


3. The differences in these two con 
ditions have been pointed out. 


4. The end result of a case of lo- 
calized retinochoroiditis has been pre 
sented. 


5. The pathologic changes in local- 
ized subacute macular choroiditis ap- 
pear to be similar to those in a case of 
diffuse retinochoroiditis of undeter 
mined or varying etiology. 

6. The importance of active therapy 
in the early stages of macular disease 
has been indicated. 


Kiten. M.D... Chicago. 


diagnos 


A 
ditferential 


‘The 
pigmented 
difficult in 
of the most eritical for the 
and one which, 


elevated, 
lesions 18 one of the most 
ophthalmol vy, orm 
patient, sooner or later, con- 
Ironts every ophthalmologist \n analysis of 
a group of cases of this kind, with the corre- 
lation of clinical and histopathologic findings 
whenever it was posible, such as Doctor Fry 
and Doctor Spaeth have presented today, is a 
real contribution to the solution of this difh- 
cult problem. 

| would like to re-emphasize some of the 
points they made and add a tew observations 

This problem is made more complicated by 
the tact that several conditions other than in- 
flammatory lesions have to be differentiated 
from early choroidal tumors of the posterior 
polar region, viz., those of degenerative and 
functional origin, all of which may produce 
elevated and pigmented lesions. 
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The significant findings in this differential 
diagnosis may be divided into negative, those 
which speak against a tumor, and positive, 
those which speak for a tumor. The negative 


findings outnumber the positive 


Among the negative findings are the follow- 


ing 


subretinal 
common 
and tunc- 
in early 
choroidal tumor. There may be rare exceptions 
when they do occur, but I have seen none. In 
two ot the authors’ cases of 


intraretinal o1 
Such hemorrhages are 
inflammatory, degenerative 
tional lesions, but 


] ‘J he presence 
hemorrhag 


they are absent 


subacute macu- 
lar choriretinitis, hemorrhages were noted. 

2. The retinal traction folds, 
which may be radial or concentric to the lesion. 


presence ol 


The radial folds are freqent in inflamma- 
tory conditions, when the inflammation is 
present as well as in the healed stage. In the 


active stage they arise because of cellular in- 
filtration of the retina, which tenses the sur- 
rounding normal tissue and draws it into folds. 
Traction folds in the healed stage are due to 
shrinkage of fibrous scar tissue. The concentric 
folds are tound in edematous imbibition of 
the macular retina of inflammatory or angio- 
spastic origin, and are always an indication 
intraretinal disease process, such as is 
choroidal tumor (demon- 
stration of kodachrome 


AN 
not found in early 


lides ) 


but very 


finding 
tinctness of the 


outline of 


11S¢ ful. 


spite or an increase in s81Zé€ objec- 


wel] aS Aan Increase in the size of 


the central scotoma subjectively. This occurs 
n the healing stage of inflammatory processes, 
also in dewenerative macular lesions and in 
residual findings « functional disturbances 


1 A tourth group of negative 
he called 


ause thev are 


findings might 
accessory findings, be- 

less common than those men- 
but, if present, speak agaist a 
lipoid infiltration of the retina, 
ndicates an intraretinal process ot some 


incidental or 
tioned above 
tumor, vVIZ., 
which 
associated with tumor. 
The fundus description of Case 2 in the pa- 
per just read ts 


stand ney. such AS is not 
suggestive of such a lesion. 
\nother symptom, equally useful, is diplopia, 
simultaneous with the develop- 
disturbance, such as was 
authors’ first and in the 
clinical case I demonstrated. It cer- 
tainly suggests similar processes in retina and 
brain and does not indicate a tumor. 


preceding Oo! 
ment of the visual 
present in the case 


second 


Vitreous opacities, such as were described 
in the authors’ first case, especially if they 
decrease or disappear again, also speak against 
a tumor. 
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which speak for a t also ec » an intlammatory focus out- 
region, are tew side of tl ' uch has a toxic effect up- 
the lj 1 ; Transudati n, exuda- 

| the macular ves- 
tive proliteration 
would produce the 

the authors. They 

f specific in- 

picture is dominated 
ictivity of the pigment 


nm macular tumors the posi- helium monst! m or kodachrome 
! which prove useful in 
Ti other parts QO? the cho 


the lesior th om ize, due to an ex 
panding retinal separation around it, a finding 
oft tumor 
zation ot the tumor made 
y 1 ans ot the Haag Streit 
Hruby lens 


1) ctor ry and Doctor t cannot be verempl asized that for prac- 


that iris freckles are tical purposes a low-grade chronic irritation 


tumors of the pos- T lost versatile of cellular structures 
ilarly, cystoid degen- nay result in pigmented mounds through sim- 


i overlying the tumor. ition, or proliferation with pro- 
recently been pointed out by Rones luict ! large amounts of cuticular sub- 
a difterential diagnostic tance, or proliferation with metaplasia into 
dealing with posterior hbrous or glial masses, all of which appear 

macular region 18 a linicall AS elevated. pigmented lesions 


id degeneration in 
ng, | wish to congratulate the authors 
collection of this inter ting though 
as used by group of cases, which should have taught 
u mething about the differential diag- 


ot macular lesions 


r Spaeth, has to be giv 

nterpretation. While the 
n their cases is possibly 
and probably it 


Doctor Fry: Doctor Klien has sien heanths 
issues of 


inced the presentation of this paper by her 
lustrations 


lei and 


could be i disease some of the hlood 
els supplying tl ion. In this connection One thing might be mentioned 
history of diplo riven by one of the pa- thy * of the instrument, P 
noteworthy again. It reminds one of 
isculat ase of young males, viz. 
disease, in the course of which diplopia 
occur due to transient paralysis of various 
t ocular muscles. 
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THE EFFECT OF RETROBULBAR INJECTIONS OF PROCAINE 
ON THE OPTIC NERVE 


FRANK 


M.D. 


ANDREW DE Roetru, M.D. 


NEW YORK, NEW 


DETAILED observations of the effect 
on the optic nerve of retrobulbar injec 
tions of procaine never have been re 
ported so far as we know. One reason 1: 
that 


pre ratively Or 


uch injections are usually given 
glaucoma, 
is it feasible to make 
accurate studies of visual acuity, visual 
helds and fund. A 


is that it has been generally 


for acute 


and in neither case 


more covent reason 


assumed 
that the optic nerve 1s not affected by 


this procedure. During the past year we 
have had an unusual opportunity to 
study this relationship, and our findings 
have been sufficiently striking to war 
rant reporting. 


At the glaucoma clinic of the Institute 
of Ophthalmology in New York City an 
attempt has been under way to measure 
the effect of the retrobulbar injection of 
procaine on patients with glaucoma or 
suspected glaucoma. There is a theory 
that many of the features of glaucoma 
not yet understood are the results of 
neurovascular mechanisms. In the inter- 
est of illuminating this area of uncer 
tainty, we thought it might be useful to 
block the sensory and motor nerves to 
the eye and then measure the change in 
intraocular pressure, the rate of forma- 
tion of the aqueous, and the facility of 
the aqueous outflow. This is mentioned 
only to explain why these retrobulbar in 
jections were given. The findings rel- 
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evant to the initial inquiry have heen de- 
ribed report.*4 


The present paper is 


in detail in a separate 


concerned solely 
with the effect of the retrobulbarly in} 


l¢ tec 


Opi 


the function of the 


pro Alne Of) 


nerve. 


AND RESULT: 
In the course of this stu ly 
95 retrobulbar 


ctions have been 


en to patients in the glaucoma clinic, In 
each case the tonography, visual acuity, 
visual fields, and appearance of the fun- 
di were recorded prior to injection and 
The 
technique of making the injections was 
The patient was asked to 
and in; 


at frequent intervals thereafter. 
as follows: 
look up a 35-mm. 26-gauge 
needle was introduced through the skin 
of the lower lid temporally and passed 
over the orbital rim just beneath the 
globe between the external and inferior 
rectus muscles toward the optic canal; 
after an attempt to withdraw the needle, 
l cc. of solution was injected. The pa- 
tient was then asked to look down and 
in; another | ce. 
needle withdrawn. 


was injected and the 


A series of 28 eyes in 26 patients has 
been observed critically for the effect of 
the retrobulbar injection on the function 
of the optic nerve, and it 1s with this 
group only that we are concerned in the 
present report. Of the 28 eyes, the con- 
dition in 16 had been diagnosed as open- 
angle glaucoma, and in 4 as _ shallow- 
angle glaucoma; 8 were considered nor- 
mal eyes in which glaucoma had been 
suspected. 
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Four of the 26 patients were injected 
with saline to serve as controls: 2 re- 
ceived 2 cc. saline, and 2 received 2 ce. 
saline plus hyaluronidase (15 turbidity 
reducing units per cubic centimeter). 
There were no changes in the visual 
acuity or fields of any of these control 
patients, although one showed transi- 
tory ptosis and another developed transi- 
tory extraocular muscle paralyses, ptosis 
and slight pupillary dilation. 


The remaining 22 patients were in- 
jected with concentrations of procaine 
varying from 2 to 8 per cent, with and 
without hyaluronidase, with the follow- 
ing results. 


ne patient received 2 per cent pro- 
caine without hyaluronidase, and 7 pa- 
tients received 2 per cent procaine with 
15 units hyaluronidase per cubic centi- 
meter. The 2 per cent procaine alone 
caused a temporary decrease in visual 
acuity from 20/15 to 20/60. The 2 per 
cent procaine plus hyaluronidase caused 
a decrease which varied from very slight 
(20/20 to 20/25) to very marked 
(20/20 to 20/200) ( fig. l and table I). 
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as 
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Ficurg 1. 


four patients received 4 per cent pro- 
caine with hyaluronidase and sustained 
a similar reduction in visual acuity, from 
slight (20/30 4- to 20/30—-) to pro- 
found (20/30 to 20/200) (table I1). 


Two patients received 8 per cent pro- 
caine without hyaluronidase and both 
showed rapid and profound loss of vi- 
sion, 1.e., to 3/200 in one, and to no 
light perception in the other (figs. 2 
and 3). 


Ten patients received 8 per cent pro 
caine with hyaluronidase. The decrease 
in vision again varied considerably but 


TABLE | 


Per Cent OF RETROBULBAR INJECTION ON Optic Nerve 


SOLUTION VISION WORST | TIME DURATION FIELD “>, MOTOR 


USED BEFORE VISION IN 
AFTER MINU 
3 cc. 2% 20/15 20/60 12 
Procaine 
Procaine & 
H yaluron- 
idase 


20/30 20/50 
20/40-+- 20/200 - 
20/20 | 20/30 
20/20 - 20/25 
20/20 20/50 
20/20 20/50 
20/25 20/200 


INQ 


OF BRLOCK 
TES «IN MINUTES 


60 ontraction 50 


ntraction 
Normal! 
Normal 
Normal 
Normal 
Unsatis- 
factory 


| 
| 
4 20/20 
> 30 
= 40 
> 50 
100 
< 200 
a > 5/200 
15 u/ee. 
2 cc. 2% | 6 60 ( ontraction 70 
Bcc. 2% | 6 49 80) 
cc. 2% 75 90 
= cc. 2% 4 19 | 0 | 
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4 Pex Centr Procaine-—Errect or Rerropucpar INJECTION ON Optic NERVE 
SOLUTION | VISION WORST | TIME DURATION | FIELD | % MOTOR 
USED BEFORE VISION IN | OF EFFECT ~BLOCK 
AFTER MINUTES IN MINUTES 


Procaine & | 
H yaluron- 
idase 

10 u/ce. 

2 cc. 4% | Contraction 

2 cc. 4% | | Indefinite 

2 cc. 4% | _ Normal 

4% Normal 


was in most cases very marked (figs. 4,  2e¢ 6%. NOVOCAIN WITHOUT HYDASE 
5 and 6). In & of the 10 cases the vision 

became less than 20/200 within a few 

minutes or in less than 20 minutes, after 

the myection (table IIL). 


(Changes in the visual fields varied 
widely; there was usually a depression 
of the entire field. I.ven when the acuity 

wa reduced only lightly, e.g., from ls Eo: 
20/1 S to 20/40. the field showed a gen TIME IN MINUTES 


eralized contraction ( fig. ) Ficure 2. 


No central scotomas were observed : 
(fig. 8) sion remained temporally (figs. 9 and 
10) and occasionally, as reported pre- 


Sometimes only a small island of vi- viously, even light perception was lost. 


2cc 8°, NOVOCAIN WITHOUT HYDASE 
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Taste III 


Per Cent OF RETROBULBAR INJECTION ON Optic NERVE 


SOLUTION VISION WORST TIME | DURATION | Of MOTOR 
USED BEFORE VISION | IN | OF EFFECT BLOCK 
AFTER MINUTES IN MINUTES FIELD 

2 cc. 8% Fingers | | 
Procaine 20/50 at 3 ft. 40 120 Contraction | 100 

2 cc. 8% 20/50 | Nil 9 120 Nil 95 
| re caine 

Procaine & | 
Hyaluron- | 
idase 

15 u/ce, | 
2 cc. 8% 20/25 | 20/50 | 20 60 Normal | 60 

2 cc. 8% 20/40 Contraction 90 
2 cc. 8% 20/70 — = 20/300 | 13 | 90) Contraction 90 

2 cc. 8% 20/20 | ey 10 | 90 Contraction 90 
2 cc. 8% 20/30 20/400 15 | 90 Contraction 90 
2 cc. BS 20/25 20/200 10 120 Contraction 90 
2 cc. 8% 20/15 20/30 7 | 60 Normal 50 
2 ce 8% 20/25 13 Contraction 90 
2 cc. 8% 20/30 liM 7 | 90 Contra tion 60 
2 cc. 8% 20/20— 20/200 10 60 Contraction 70 
\) to see hand movements. 


2cc 8°/, NOVOCAIN WITH HYDASE/cc 2cc 8°, NOVOCAIN WITH HYDASE/cc 
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34 minutes 
after injection 


No defect 


TO 


Ficure 7. 


8% PROCAINE WITH HYALURONIDASE 


46 minutes atter 
mec tion 


TO 
10/1000 white 
(S/iooo nor seen) 


2 hours efter 


injection Vision: 20/29 


8. 


In no case were any changes observed 
in the appearance ot the optic dise or of 
other parts of the fundus, regardless of 
the concentration of procaine. 

The duration of the impairment of 
optic nerve function varied from half 
an hour to two hours. As a rule, the 
greater the loss of function, the longer 
its duration. All patients recovered their 
original vision within two hours. 


DISCUSSION 


In his excellent work on neuro-oph- 


thalmology, Walsh’ mentions ‘“‘transi- 
tory loss of vision seen in persons sub 
jected to novocaine injection for the re- 
moval of upper teeth or to operations on 
the orbit.” In 1951, Gifford’ recognized 
that after the retrobulbar use of xylo- 
caine, a temporary drop in vision, or 
total loss of vision, sometimes occurred. 
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8% PROCAINE WITH HYALURONIDASE 


7 mingtes 
titer imection 


Counts fingers 
at two feet 

m this 
area only 


He was probably the rst to realize the 
profound, though transient. effect on th 
nerve ot a local anesthety Injected 
into the orbit. In an artich published in 
July 1954, Russell and Guvton* mention 
temporary anesthesia of the optic nerve 
following retrobulbar imyection of loeal 
anesthetics \ll of ther patients were 
observed at the time of Operation afte 
receiving nembutal and seconal. but the 
authors felt that the use of 4 per cent 
procaine had resulted in a transient loss 
of nearly all light perception in approx 
imately 7 per cent of their patients and 


j hour 5 
after injection 


that this wa increased to approximately 
1S per cent when wydase was added to 
the 4 procaine \\ hi 1) pel cent 
x ylocaine plus wydase (5 to 15 u/ce, ) 
was used, approximately 75 per cent of 
then patient had a tran lent loss of 


nearly all light reeption 


When a retrobulbar injection of pro 
(Allie Is VIVE wcoordmne thie COrimion 
ly porn ticed lev le cribed in this 
report, certain well-known events take 
place.” Ikven before the 35-mm needle 
can be withdrawn. the pupil, unless it is 
under the influence of a miotic, fre 
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dilated and immobil 
Within a few minutes a partial or 
complete paralysis of the extraocular 
and levator muscles occurs.” Anesthesia 
develops in the supraorbital area on the 
injected side up to the midline, as well 
as im the 
(yitford! 


quently becomes 


ized 


cornea, conjunctiva and tris. 
rates this motor block as com 
plete if all extraocular muscles are para 
lyzed, He for the 


block of each of the four rect: muscles 


allows 20 per cent 


and 10 per cent for each of the two 
cles According to this grad 


ing system, a 30 per cent motor block 
developed in a patient who received only 
2 cc, of saline retrobulbarly. With 2 per 
cent procaine and hyaluronidase, the 
block averaged 60 per cent, and with 
per cent procame it averaged 84 per cent. 
\lthough there were a few exceptions, 
in veneral the higher the concentration 
of procaine, the more effective the motor 
block and the greater the effect on the 
optic nerve, In one case the needle was 
apparently misdirected, since despite the 
injection of 2 per cent procaine without 
hyaluronidase, no muscle weakness de 
veloped and there was no decrease in v1 
sion, [very other patient who received 
procaine showed partial or complete 
paraly sis of the extraocular muscles and 
a decrease in vision, 


Since no solution can affect the optic 
nerve unless it is absorbed by that nerve, 
the procame must be absorbed by the 
optic nerve within a few minutes of the 
injection. The question arises, is there 
ever any permanent impairment of func 
tion due to procaine? We think not, al- 
though the following unexplained se 
quelae should be borne in mind: Several 
years ago one of us (F.D.C.) had a pa- 
tient with an immature cataract, normal 
visual fields for large test objects, and an 
apparently normal dise preoperatively. 
This patient developed complete optic 
atrophy after what seemed to be an un- 
eventful cataract extraction and con- 
valescence. Several similar cases occur- 
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ROLTTH, JR. 
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ACAD. OF & 
ring in various parts of the country have 
our The 35-mm. 
needle, not the long 50-mm. one, was 
used in all of these cases, and the con- 
centration of novocain was either 2 or 
4 per cent. Some observers have felt that 
trauma to the optic nerve by the needle 


come to attention. 


was the cause of this very rare occur 
retrobulbar 
injections of alcohol behind eves that 


rence, Those who employ 


have useful vision should considet 
whether alcohol, like procaine, may be 
absorbed by the optic nerve ()ptic 


atrophy is known to have oc urred after 
retrobulbar injection of alcohol 


The reason why a patient with papil 


or retrobulbar neuritis suffers im 


paired visual acuity and visual changes 
1s merely that a partial Ol complete sen 
sory block of the optic nerve has de 
velop as a sult of the disease coo. 
We now know that a similar temporary 
block CaAqti be produced at will. All of us 
who have used retrobulbar injections of 
procaine for many years have no doubt 
blocked the opt nerve, at least in part, 
hundreds or thousands of times without 
realizing it. The practical value during 
cataract extraction of the resultant tran 
sitory loss or diminution of vision has 
certainly not been generally recognized. 
When the lens is removed and the bright 
operating light strikes the eye, the pa 
tient not infrequently tries to contract 
the extraocular and orbicularis muscles 
in spite of any motor block, and if the 
block is not vitreous 
may occur. If the light 1s poorly seen, 
however, or not seen at all, the patient 
has no such tendency. 


efficient, loss of 


SUM MARY 

In the course of a study on the effect 
of the retrobulbar injection of procaine 
on eyes with glaucoma or suspected glau- 
coma, the patients’ visual acuities were 
observed and their visual fields plotted. 
Within a few minutes after the injec- 
tion, which was performed according to 
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a tec hnique commonly pra ticed by sur 
geons, there was a partial or complete 
motor blo k ot the extraocular muscles, 
and a partial or complete block of the 
orbital sensory nerves, including the 
Opti nerve lhe de Im Vision Va 
ried from slight (20/20 to 20/30) to 
profound (20/20 to nil) and tended to 
by greater the more efhcent the motor 
block. The visual acuity of 10 of a eries 
of 12 patients receiving & per cent pro 
caine dropped to 20/200 or less. The 
value of such a drop in vision during 
Cataract extraction 3 ugvested. \ 
In all cases returned to normal in from 
10 to 120 minutes and no harmful effects 
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DISCUSSION 

Grrroap, M.D., Omaha, Nebraska: 
| appreciate the opportunity to discuss this 
paper. The fact that there may be a profound 
loss of vision when strong solutions of pro 
caine are injected in the orbit will not come 
to you with quite as great a shock as it did 
to me the first time | noticed it. [t is very 
reassuring to know that there is no permanent 


even though the vision has been re- 
duced to no light perception. TI point has 


worried me slightly ever since | realized that 
the solution did penetrate to the ptlic nerve 


(On going over my records, | also could find 
no evidence Ot pert inent loss of vision due 
thre rbital injection of anesthetics 
| liscuss | | ive ewed 371 
int tion litly 
‘ i! pel ent x \ 
rit ley biunt needle wa used tor most of 
ect ne unt needle was used, 
1 at lire tine pti rie é heath could not be 
penetrated te Serie yeneral toxic ef 
lect wa ted trot the xvylocains Lhere was 
orbital reaction which 
was n e trequent than when 4 per cent 
ine W ised | al ire that rbital 
react W than with | S per cent pre 
rie r wit ntracaine, or with the combina- 


tion of pontocaine and novocain solution which 
| had ed previously. In this group of 371 
rection there were 1/9 intracapsular oper- 
in only 40 of these cases was the vision 

tested mn the operating table atte he oper- 
ation. Of these 40 cases there were only 21, 
about SO per cent, which showed measurable 
visual loss. [Thirteen of these cases showed no 
ght perception. In 6 the vision was reduced 
hadows. In 2 there was loss in the nasal 
field, although the patients were able to count 


In reviewing Doctor Carroll's tables it is 
quite evident that as the strength of the so 
ution 1s increased, the data become more con- 
‘tent and the amount of visual loss has a 
more direct correlation with the length ot du 
ration ot the eftect. This same tenden: Y was 
vident when the amount of motor block was 
checked. The stronger the solution, the great 
er the amount of motor block. [ found the 
same effect when comparing 2 per cent with 
+ per cent procaine. Two per cent xylocaine 
pr duced a greater effect than 4 per cent pro- 
caine 

The variability in the effect is quite striking 
| believe this can be explained chiefly by the 
anatomy of the orbit. Although the average 
orbital depth from the infraorbital rim to the 
optic foramen is 5 cm., the 50 orbits which | 
measured several years ago showed a variation 
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4.5 cm 


and 5.8 cm. In the larger or- 
bits there 


would be le tor the solu- 
tion to penetrate the nerves. In the smaller or- 
bits there would be a greater for it 
to penetrate these structures. Orbital fat may 
a cause for variability; both the amount 
and the type of fat may be factors, In persons 
with fat faces and full orbits, it is more diffi- 
cult to obtain a good motor block. The fat 
either absorbs the anesthetic or prevents it 
from reaching the nerves. 


The Doctor Carroll’s which 
showed paralysis of the extraocular muscles 
and ptosis when injected with saline are not 
easily explained, but it is possible that some 
of the procaine may have remained in the 
syringes or that the actual pressure of the so- 
lution injected close to one of these nerves 
may have produced a transient block of the 
nerve impulses. The one case that developed 
optic atrophy must have developed an arterial 
closure of the nutrient vessels to the nerve 
either from the adrenalin or from trauma. 


ss hance 
chance 


also hye 


two cases o} 


Personally, I do not use hydase with my 
injections, because I believe a prolonged dura- 
tion of the anesthesia is important. It seems to 
me that the hydase produces a two way effect. 
If the solution is more easily absorbed by the 
nerve, the spreading factor will also remove 
it from the nerve more quickly. This did 
occur in a few cases in which I used hydase, 
Dr. Guyton brought this out in his paper pub- 
lished this summer. 


The type of field loss produced by these in- 
jections would indicate that the neuroanatom- 
istS are correct in locating the ma ular bundle 
deep in the nerve posteriorly. Since there are 
only four field charts with this paper, this as- 
pect cannot be discussed critically. Perhaps 
Doctor Carroll or Doctor de Roetth can tell 
us whether there was a tendency to macular 
sparing and whether the effect was evident first 
in the nasal field, as would be expected if the 
solution were absorbed through the nerve 
sheath on the temporal side, where it is sup- 
posed to be deposited | have seen a few cases 
where the nasal field was gone while the tem- 
poral held remained intact. 


The rapidity with which the optic nerve is 
influenced by the injection would tend to clear 
up another debatable anatomical point. Does 
the cerebrospinal fluid actually communicate 
with the optic nerve in the orbit? If there were 
spinal fluid circulating around the optic nerve. 
this would tend to prevent blocking of the 
sensory function by dilution of the anesthetic. 
A neurosurgeon with whom I discussed this 
problem asked the question, “Has anybody 
seen spinal fluid leaking from the optic nerve 
following enucleation?” | personally have not 


AND 


A. Di IR rRANS. AMER. 
ACA PFO. & 0. 
looked for this particular phenomenon, and 


a8 far as I know, no spinal punctures have 
heen done following enucleation to determine 
whether the cerebrospinal pressure is lowered. 
If there is any real doubt direct com- 
munication, this might be a rather conclusive 
test to prove or disprove this point, 


ab put 


From a practical standpoint, I am sure that 
we are indebted to Doctor Carroll and Doctor 
de Roetth for bringing this dramatic effect 
of retrobulbar injection to our attention. When 
profound visual loss is discovered by the sur- 
geon, he may now reassure the patient that this 
was part of the technique. His voice will now 
have the proper that the loss of 
light perception is temporary and that when 
the dressing is taken off the following day, the 
patient will be able to see again 


assurance 


In discussing the use of retrobulbar injec- 
tions in cataract surgery, I would like to make 
two points which are not discussed in the pa- 
per but which I| think important. 


First: The production of good motor block 
and good facial block will reduce the amount 
of vitreous loss to near the vanishing point 
My records show that in the last 179 cases, 
using the long needle and 2 per cent xylocaine. 
there was only 3 (16 per 
In one of these no motor block was ob- 
The injection must have been outside 
the cone. The second vitreous loss was pro- 
duced when I accidently pulled on the su- 
perior rectus suture. The third occurred for 
reason that I could find. There was 
no pressure on the speculum. The facial bloct. 
was good. The motor block was 8&5 per cent 
Perhaps this was just not 


vitreous loss in 
cent) 


tained 


no good 


good enough 
The other point concerns the occasional di 
velopment of an orbital hemorrhage during in 
jection. For the last three years I have 
a dull needle. This is obtained by 
the long bevel, producing a 


used 
honing off 
semisharp point 
with the opening slightly to one side of the 
end of the needle. | done 300 injections 
with the dull needle, and no orbital he morrhage 
With the sharp needle, « 
long or short, the incidence of hemorrhage in 
the orbit was about 1 in 100 


has occurred ther 


In my iast series 


of 100 cases usiny a sharp necdle, if occurred 
five times. This is why I changed to a blunt 
needle. It is not always possible to push a 
blunt needle through the intramusculay sep 
tum without using considerable pressure, but 


by having the patient roll the eye up and in, 
and by going through the septum as far pos- 
teriorly as possible, where the septum is thin- 
ner, it can usually be accomplished. In most 
cases the needle goes in with surprising ease. 
If it does not pass the septum with relative 
ease, a sharp needle should be substituted. It 
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Wi! produce A gl nel mori constant ettect le bsery ne the ettect of retrobulbar 
injection Of various substances on a Series of 
SNYDACKER ( hicago, It pat cnes, | ubrected sel] tO a retre bulbar 
i great pleasure to discuss this very inter- nyechon Ot procaine at the hands of one of 
esting paper I think the authors have made ! colleague | might say that it is not an 
a real contribution entirely pleasant experience, and I[ think it 
lf remarkable at in Spite ot the tact e even a littl Pieasan with the 
that the 11S¢ retre bulbar anesthesia al- Wi I rd crib Che 
most tuniversa surgeons, ate effect Wil lata 
ere nave Deer) iat vely tow controlled ii iy Wai vision 
studi ot the effect produced and there are from 20/20 VAD it eye, A 
widespread misconceptions con erning its use my Near point 
Only recenth t been realized that the f! S centimeters to 5 ntimeters 
phenomena retrobulbar Injection of la e blurring nm was due 
novocaim are entire cribable to the nerve OF witent hyperopia and 
hlocki action | the anestheti my pu 
paral | wonder Doct r irroll 
Phe a ubstances a lrenalin | 
ty unted r the rr 
inesthetic effect. but t ubstances by 
aL nesthety ction Thi anes- 
the produced cGependent on those nerves 
which are blocked and the extent to which 
} thiieir cor ent and d Cu 
they are block In n t case reported by 
Doctor Carroll and Doctoy le Roetth in which \ r as Doctor Gifford question con 
thers Wiais irked I COT] plete \ | we rhe ticed cent! . ti tia, 
tere was marked or complete blocking of Usin es Expression, the whole is 
+} W d pre ed «at SCA OF dark- 
there was only partial loss of ion, the nerve ri i Cntral ma Wa cen 
blocl Wa or ie scl at might he de like Cony itu! Doctor Sny- 
ducted that the anesthett agent wa de- dacker for truly Cientify Zeal Wi CéeT- 
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EXTENDED RETROHYOID RADICAL NECK DISSECTION 
FOR MALIGNANT TUMORS OF THE 
ORAL CAVITY AND NECK 


Jor. J. Pressman, M.D. 
LOS ANGELES, CALIFORNIA 


KECENT reports concerning the results 
of treatment of tumors which metas- 
tasize to the lymph nodes of the neck 
have been most satisfying. Since the in- 
troduction of newer surgical tech- 
expectancy for cure 
has risen from essentially zero to about 
30 per cent. Reflecting upon the possi- 
bilities for still further improvement, 
one’s attention is directed to the area ad- 
jacent to the midline of the neck both 
above and below the hyoid bone, a re- 
gion which has not always been given 
the surgical consideration it deserves. 


Justification for enlarging the scope 
of radical neck dissection to include rou- 
tinely more of the structures adjacent to 
the midline is based upon biologic, ana- 
tomic, clinical and pathologic evidence. 
This holds true whether the operation is 
performed in continuity with the struc- 
tures of the oral cavity or as an inde- 
pendent isolated procedure. 


BIOLOGICAL CONSIDERATIONS 
Carcinomas of the head and neck, like 
other cancers, spread by way of the lym- 
phatics and blood stream'’ and by direct 
extension. Of special interest is the ob- 
servation that the entrance of tumor cells 
into the lymphatics or blood stream 1s 
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influenced by physical factors such as 
pressure. Manometric studies verify the 


fact that increases of pressure within 
the substance of the tumor enhance the 
likelihood of cells entering either the 
vascular or lymphatic channels ;*7 thus, 
anything which increases pressure with- 
in the tissue favors embolization of tu- 
mor cells. No tumors of the body are 
more likely to be exposed constantly to 
increase in pressure than those of the 
mouth and pharynx, where the acts of 
mastication, deglutition, speech and clo- 
sure of the jaw, sometimes with great 
force even in repose, enormously in- 
crease the pressures concerned. It is un- 
derstandable, therefore, that spread of 
these tumors to neighboring lymph 
nodes occurs frequently.'® It is likely to 
occur early in the history of the disease, 
the tumor oftentimes having metas- 
tasized throughout the lymphatic sys- 
tem before involvement of the nodes 
is clinically recognizable. 


The spread of intraoral cancer into 
the lymphatic system is, for the most 
part, by predictable channels. A lesion 
located to one side of the midline al- 
most invariably metastasizes first to the 
nodes on the same side. Many of the 
tumors, however, eventually metastasize 
to the opposite side,° a fact which the 
surgeon should bear in mind, since it ts 
reasonable to suppose that this incidence 
can be lessened by meticulously remoy 
ing whatever resectable lymphatics exist 
in and about the the neck, 
which the metastatic cells must 
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Spread beyond the cervical lymphatics 
is not frequent, so that death from can- 
cer of the head and neck ordinarily oc- 
curs with the lesion still confined above 
the patients succumb- 
ing to inanition, hemorrhage, respiratory 
obstruction or infection.’? Estimates as 
high as 80 per cent’ are often given 
for the incidence of lesions remaining 
confined to the limits of the head and 
neck and therefore surgically accessible. 
The fact that reported cures resulting 
from present standard operative proce 
dures are still infrequent despite this lo- 
calization to the neck 1s adequate eVvi- 
dence, on the basis of biology alone, that 
the rational approach to the solution of 
the problem will not spare local tissue by 
limiting the field of the operation. On 
the contrary, biological considerations 
indicate that as much of the neck should 
be resected as possible, since if we can 
surgically circumvent the local spread, 
we can in most cases cure the patient. 


RATIONALI 
RADICAITI NECK DISSECTION UPON 
BASIS OF THE ANATOMY OF THE 


LYMPHATICS OF THE NECK 


or 


Radical neck dissection, either in con- 
tinuity with structures of the oral cav- 
ity or as an independent procedure, 
must, therefore, follow a pattern dic- 
tated by studies upon the area of local 
recurrences, an area which 1s. deter- 
mined by the anatomy of the lymphatics 
of the 
that a neck 
should remove the lymphatics from the 
mandible to the clavicle 


Since if 1s venerally agreed 
proper radical dissection 
and from the 
anterior edge of the trapezius to the mid 
line of the 


iw af 


neck,! In review 

ing the anatomy of these lymph nodes 
and channels, special attention will be di 

rected to those underlying the ribbon 
muscles above and below the thyroid car 
tilage, as midline 
above the hyoid bone, since these are the 


well as those in the 


most frequently neglected 
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Many of these lymphatics underlie 
not only the midline but also the thyroid 
gland, so that resection of a lateral half 
of this structure should be included. 
Why the lymphatics of the middle re- 
gion of the neck should be considered 
immune to the spread of cancer and of- 
ten overlooked in neck dissections 1s one 
of surgery’s great mysteries. Since this 
omission is such an obvious surgical 
oversight, the region above the hyoid 
bone, representing the site of the supra- 
hyoid muscles, combined with the region 
below the hyoid bone from the midline 
to the lateral border of the ribbon mus- 
cles and including the thyroid gland, will 
be referred to collectively as “the for- 
gotten zone.” Besides muscles and the 
thyroid gland it contains arteries, veins, 
and numerous lymphatics. 


belly 


bere 
Geer « 


weredie temaste:d 


bit, Ihe “forwotten zone” of neck dissection. 


The muscles of the 
COMPFise 


forgotten zone 
first, 
includes the ster 
nohyoid, sternothyroid, thyrohyoid and 
omohyoid muscles ; 
includes the 


Iwo 


groups: the below 


the hyvoid hg | 


the second, above if, 
mylohyoid, hyoglossus, 
digastric 
It is surprising to note that 22 
muscles attach to the hyoid bone. Resee 


tion of all eleven muscles on the involved 


gemohyoid, stylohyoid and 


muscles 


sidle 1s important from two standpoints : 
first, their sheaths. as in all cancer-bear- 
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ing areas, are richly supplied with lym 
phatic capillaries, so that the muscles 
themselves offer a site of recurrence ; 
second, lymphatic pathways representing 
potential routes for the dissemination of 
cancer lie under them. These pathways 
consist of lymphatic channels which, al 
though not well defined, follow the dis- 
tribution of the deeply placed blood ves- 
sels and even greatly exceed the latter 
in number (fig, 


Not only are lymphatic channels found 
in the sheaths of the muscles but their 
rich network follows the course of the 


blood vessels, making the vascular dis 


Common corotid art 


rit, 


The ve ssels are 


Vascular distribution of the forgotten zone. 


accompanied by lymphatics. 


tribution under this muscular bed par- 
ticularly important. The deep vessels of 
the midline area below the hyoid bone 
rise from the external carotid artery and 
from the thyrocervical trunk. Several of 
the branches travel horizontally to the 
midline and anastomose across it with 


corresponding vessels of the opposite 


side. Since these \ essels are accompanied 


by lymphatics which also cross the mid- 
line, it is evident that their anatomic bed 
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presents a potentially important route 
for the Pussave of carcinomatous rests 


from one side of the neck to the other. 


The superior thyroid artery, a branch 
of the externa! 
ward beneath the omohyoid, sternohyoid 


carotid, passes down 
and sternothyroid muscles, and in its 
extend 
muscles, A 
hyoid branch roughly parallels the hyoid 
bone along its lower border. This latter 


downward course its branches 


to these and other ribbon 


vessel 1s one which freely anastomoses 
with its fellow of the opposite side. The 
superior laryngeal vessels are similarly 
deeply placed and, with accompanying 
lymphatics, pass through the thyroid 
membrane deep to the thyrohyoid mus 
cle to enter the interior of the larynx 
Still lower, the superior thyroid artery 
gives off a cricothyroid branch between 
the thyroid and cricoid cartilage, and it 
also freely anastomoses with the corre- 
vessel of the 


Branches of the 


sponding Opposite side 
vessels to the 


numerous and freely anasto 


thyroid 
gland are 
mose with branches of the inferior thy 

roid artery, which are also located deep 
to the and sternothyroid 
muscles. These ATC accompanied by the 


thyrohyoid 


lymphatic drainage of portions of the 
thyroid gland itself, 


Above the hyoid bone, the lingual at 
tery and its accompanying lymphatics 
pass beneath the hyoglossus, between it 
and the genioglossus.'© Therefore. in 
order to expose and remove the lym 
phatics accompanying the blood vessels 


above the hyoid bone, it 1S necessary to 


resect the digastric, stylohyoid, mylo 
hyoid and hyoglossus muscles. Any 
lesser dissection of this region fails in 
its intended purpose. 


As evidence of the anatomic impor 
tance of this route of spread, it is to be 
noted that all the vessels enumerated, ex- 
cept the inferior thyroid, are immediate 
or secondary branches of the external 
carotid artery, which is intimately related 
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the 
phatic chain, Into this lvinphatic chain 


anatomically to deep cervical lym 


empty practically all the lymphatics ot 
the head and neck, including those of the 
and 


the salivary and thyroid glands. Since 


skin, mouth, pharynx, tongue, jaws, 
this deep cervical (or internal jugular ) 
chain 1s the principal lymphatic route in 
the 


Cancer, 


neck involved in the dissemination 
the which it 
should be resected but also that 
it draims., much of the 
it drains lies deep to the muscles 
attached to the 


not only area 


traverses 


which Since area 


whicl 


hyoid bone, the removal 
ot both areas becomes an absolute neces 


Sity \ cle trail d al ‘ ription of the distri 


bution of the ly: 


glands and lym 


phatu channe] of the neck. from which 


heures wa 


idapted, may by found in} 


Rony ere s text the J 


v 


hits, 3 
Rouviers 


ympl atic bed ot the 


(After 


forgotten zone 


Apart from these lymphatic channels, 
the lymphatic nodes of the “forgotten 
area’ can, for purposes of des« ription, 
be conveniently divided into two cate 
gyories; those above and those below the 
hyoid bone. The latter COMprise the pre 
viously mentioned 


anterior cervical 


chain, which is subdivided into 


two 
principal groups: the more superficial 
anterior jugular chain. and the deeper 


juxtavisceral chain. The anterior jugu 
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oft a 
lew small nodes limited in front bw the 


lar cham (not illustrated) consists 
anterior laver of the deep cervical tas 
‘air 
pathway, 
to 


ot the 


Cl form a constant lymphatic 


which Rouvi has been able 
lt drains the skin and muscles 


lhe 


IUNTAVISCE ral nodes (cle ce rvical nodes 


anteriol region ot the rhe’ k 


ot Dart ls or the anterior deep rvical 
chain ot Poirier and ¢ Ulieo) are placed 
hore deeply and are composed of tour 
subgroups: (1) prelaryngeal, (2) pre 
thyroid, (3) pre tracheal, and (4) latero 
tracheal. 


lhe prelarvngeal yroup seems to bi 
Inconsistent except for an intererico 
thyroid aggregation (ericoid nodes) 
found corn the cricothyvroid membrane 
Such nodes were found in nearly half 
the pecimen examined an prethy 
roid group is not constant. but in Cel 
fain instances nodes are found near the 
superior and inferior margins of the thy 
roid isthmus. The pretracheal group 1s 


hieial to the pretracheal fascia on the 


front of the trachea. and lates il to if 
along the recurrent larvnveal nerves 
| hese subgroups Constituting the 


ot the 
cervical chain form at pathway 


AVISCE ral division 


anterior 
of nodes 
beneath the ribbon muscles and extend 
from just below the hyoid bone to the 
clavicles, The lymph channel conmstitut 
ing this system follow the blood vessels, 
as pre viously dese ribed, and empty imto 
the 


chain 


deep cervical 


(internal jugular) 


The nodes above the hyoid bone lie 
chiefly in the submental area. in the re 
gion bounded by the mandible above, the 
hyoid and the anterior 
belly of the digastrie muscles laterally, 
They may he directly on the mylohyoid 
and digastri muscles deep to the faseia 
or in the subcutaneous tissues over them 


bone below, 


and are really part of the anterior jugu 
lar chain. On occasion, nodes are found 


7 
4 
- 
1 
N 
" 
‘ 
‘ 
4 
J 
y 
i 
= 


370 JOEL J. PRESSMAN 


immediately above the hyoid bone and 
may be placed medially or laterally or 
both. The efferent these 
nodes drain directly into the submaxil- 


vessels of 


lary group and thence into the internal 
jugular chain. Extension of malignant 
lesions may occur in a retrograde man- 
ner so that submental nodes might be 
involved in any malignant process in- 
volving either the submaxillary or in- 
ternal jugular chain, It ts logical, there 
fore, to dissect these nodes routinely in 
all radical neck dissections rather than 
solely in the resection of midline tumors. 

From the floor of the mouth, lym 
phatic channels pass along the course of 
the lingual artery and its branches so 
that at least part of the lymphatic sys- 
tem of the area is located deep to the 
mylohyoid, hyoglossus, geniohyoid, di- 
gastric, and stylohyoid muscles. These 
regions, too, may be involved not only by 
direct extension but in retrograde fash- 
ion from the submaxillary chain or the 
frequently involved internal jugular 
chain, 

Because lymphatics are found not only 
in well defined channels but in the mus 
cle sheaths and along blood vessels as 
well, it appears shortsighted indeed to 
attempt any partial resection of a given 
area. Whether the lymphatic vessels are 
afferent or efferent is of no very great 
consequence since, as Martin’? has 
stressed: 

The lymphatic spread of cancer, although 
at first orderly, proceeding 
of origin to a regional lymph node, eventual- 
ly proceeds in a less orderly manner and ex- 
tends through the 
grade tashion., 

Rouviere?? 


lymphatics even in a retro- 


substantiates this by stat 
ing that due to dilatation of the lymph 
vessels from obstruction, cancer may 
progress along the lymph stream in a di 
rection opposite to its normal = tlow. 
Ward and Hendrick*’ lend further evi 
dence by poimting out that  retrolym 
phatic and cross metastases occur, and 
Huffman and Lierle!” stress the fact that 


from the source 
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blockage of the lymphatic stream at any 
one point by metastatic cancer can re- 
route the lymphatic flow in any other di- 
rection. Therefore, in all radical neck 
dissections, even for lesions arising in 
sites which do not directly drain into 
the glands of the forgotten area, the 
removal of the lymphatics of this re- 
gion 1s indicated whether their commun- 
ication with the lesion is by afferent or 
efferent vessels, 


CLINICAL AND PATHOLOGIC EVIDENCE 
JUSTIFYING AN EXTENDED RADICAL 
NECK DISSECTION 

A proposal for extension of the sur- 
gical field to include routinely more of 
the structures about the midline is con- 
sidered justified not only on the grounds 
of anatomy and the biology of these tu- 
mors but from clinical evidence as well. 
i.ocal recurrences following routine rad- 
ical neck dissection are common. Most 
of them, it is true, are found laterally 
along the deep cervical chain, but the 
midline area is by no means immune. In 
an examination of 33 specimens display- 
ing extension of carcinoma into the 
lymph nodes from oral lesions, Royster 
and his co-workers*4 found an average 
of 8 involved nodes in the suprahyoid 
area and an average of 36 nodes in the 
infrahyoid area, which is in distinct op 
position to any concept citing the infre- 
quency of involvement of the forgotten 
zone. Martin and his associates?” report 
a 20 per cent recurrence rate of metas- 
tasis to the opposite side of the neck, 
probably by crossing the midline. Mar- 
tin further reports a 23.2 per cent re- 
currence “yust outside the operative 
held.” Since this undoubtedly repre- 
sents the common experience and in- 
cludes midline structures, is it not in 
itself sufficient evidence to justify ex 
tending the operative field in this direc. 
tion 

Whether an extended retrohyoid radi- 
cal neck dissection, as described, will ap 
preciably lessen this incidence is a mat- 
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ter of conjecture at this time, although 
on theoretical grounds, and until evi 
dence 1s presented to the contrary, if 
would seem that the surgical principle 
involved should stand, since it not only 
extends the surgical field of operation 
to the midline but fulfills Huffman 
and Lierle’s requirement, “It must be 
our aim to remove in toto the entire 
lymph drainage area contaiming the 
metastases, plus at least the lymphatic 
tissue next beyond it.’!? The lymphatics 
of the forgotten zone are next beyond 
the all important deep cervical chain. 

Further strong clinical and pathologic 
evidence for routinely including all the 
suprahyoid and infrahyoid muscles and 
the thyroid hemigland is the fact that 1t 
is not possible preoperatively, or even by 
evidence obtained on the operating table, 
to rule out the presence of metastatic 
glands in the neck, which, of course, in 
cludes the midline region, an area par 
ticularly deceiving because of overlying 
muscles and the thyroid gland. This 
point is clearly brought out by Tailhef 
fer*? and is further discussed under “In 
dications.” 


INDICATIONS AND CONTRAINDICATIONS 

In a significant percentage of cases 
there 1s no histologic evidence of meta 
static cancer in nodes palpable preopera 
tively.- On the other hand, throughout 
the literature a high incidence of meta 
static cancer is recorded in cervical 
lymph nodes as not palpable preopera 
tively but as present in the nodes of spee 
imens removed “prophylactically.” This 
incidence is cited, for example, by Taal 
heffer*? of the Curie Institute, who re 
ports A series of 244 CASCS of cancer of 
the tongue in which 43 per cent had posi 
tive nodes not palpable prior to surgery 
but discovered either at the time of opel 
ation or subsequently by the pathologist 
Many other reports firmly support Tail 
heffer’s 


Indications for routine radical neck 
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dissection and justification tor automat- 
ically extending it to include more of the 
midline structures must, therefore, be 
considered with regard for the facts that 
one is not able to rule out the presence 
of involved nodes by palpating the neck 
and that even when they are clinically 
demonstrable, it is impossible to deter 
mine the number, distribution and sites 
of the involved nodes. lor these rea- 
SOTLS, performing what 1s generally 
known as a prophylactic neck dissection 
is not entirely prophylactic at all in the 
sense that it is intended solely to pre- 
vent the future dissemination of cancer. 
Its performance represents, instead, the 
recognition of factors concerning the 
biology of these tumors and the likel- 
hood of their early local dissemination 
without clinical evidence of this spread. 
It is, therefore, an acknowledgment of 
the fact that one 1s not able to establish 
the presence or absence of involvement 
of the lymph nodes of the neck. Since 
metastases to the lymph nodes of the 
neck Occur early, the conservative pont 
of view would be to assume that upon 
recognition of the disease of the pri 
mary site, involvement of the cervical 
nodes on the homolateral side has al 
ready taken place or is imminent and 
that radical neck dissection 1s indicated 
as part of the primary procedure. This 
assumption apples especially to tumors 
of the tongue, pharynx, tonsillar area, 
floor of the mouth and gingiva,® it being 
venerally agreed, however, that certain 
early tumors of the lip and basal cell le- 
sions are exceptions lt 1s taken for 
granted that resection of the primary 
site and radical neck dissection are to be 
combined and performed im continuity, 
It 1s yene rally agreed that the extension 
of mahynant disease from the head and 
neck into the cervical lymph nodes, or 
the threat of such extension, is an imdi- 
cation for radical neck dissection, pro- 
vided the primary lesion can be con 
trolled however, the criteria 
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used to determine whether extension has 
taken COT Is about to take pla and 
varying opinions as to the controllability 
of any particular primary lesion, con 
stitute sources of disagreement. The ab 
SC TICE of palpable lymph nodes in the 
neck 1s guarantee that 
metastasis into them has not taken place. 


certainly no 


Slaughter, Roeser and Smejkal®? have 
divided indications for the combined 
commando procedures, including radical 
neck dissection, into two categories, rela 
tive and absolute. 
consist of climeal situations in which 
squamous cell carcinoma of the buccal 
mucosa, gingiva, or floor of the mouth, 
or adenocarcinoma or mucoepidermoid 


Absolute imdications 


carcinoma Of the salivary glands invades 
the mandible by and 


produces cervical node metastases. This 


direct extension 
concept imeludes (1) carcinomas of the 
anterior palatal area, tonsil and adjacent 
pharyngeal wall, (2) cancer either in or 
about the mandible which has persisted 
after radiation, and (3) extensive tongue 
lesions which have recurred after radia 
tion, whether or not the mandible seems 
to be mvolved. The mandible is resected 
because its presence prevents adequate 
surgical approa h to adjacent tissues. 
Relative heations comprise those 
situations in which the carcinoma is not 
still mot radiocurable. 
believe that studies of 
large series of borderline cases will be 
required for the proper evaluation of 
relative indications im order that the ex 
tended commando technique may be 
properly applied to specific earlier cases 
in the hope of improving the 25 per cent 
cure rate. Recalling the high incidence 
of clinically silent extensions from pri- 


far advanced bout 
These authors’ 


mary sites to cervical glands, it seems 
that in time a larger group of cases now 
considered as relative will become abso- 
lute. This trend is already unmistakable. 

Contraindications to surgery must be 
considered, bearing in mind the fact that 
untreated cancer 1s invariably fatal and 
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that very little can be offered by other 


methods. Insofar as the primary lesion 
is concerned, radiation in some instances 
offers an alternate but. as pomted out by 
Huffman and Lierle,'’ universal opinion 
holds that regardless of whether radia 
tion or surgery 1s chosen for the pri 
mary lesion, metastases to the neck must 
be treated surgically; the invoking of 
contraindications therefore sentences the 
patient to certain death. 


(only two absolute preoperative COtl- 


traindications appeal to be acceptable, 
the first being evidence of distant metas- 
tases and the second an uncontrollable 
primary lesion. Arguments citing as con 
traimdications 


fixation to surrounding 


tissues and Vital 
tures are valid only if the surgeon has 
opened the neck and has found that he 
cannot remove the metastati 
that 
considering that life is at 


mvolvement of struc 


tumor. lo 
assume preoperatively this 1s so, 
stake, IS an 
fooled, and 
seemingly impossible dissections are of 
ten the Neither 
should one accept as a contramaication 


error, for one 1s often 


easiest to perform 
the ‘biologic character of the tumor its 
speed of growth, invasion qualities, de 
gree of cells, 
Invasion of 
the capsule of glands, which is often in 
correctly assumed to be associated with 
a poor prognosis.”* In no way can the 
probability of distant metastases or cura 


differentiation ot the 
Broders’ classifi ation, or 


bility be determined with certainty by 
the morphology of the tumor 


It is not always good poliey to avoid 
surgery of this character for the sole 
reason that the medical status of the pa 
tient seems to indicate that the stress of 
the operation itself cannot be withstood, 
for neither can the cancer. It is difficult 
to predict the ability of any patient to 
withstand surgery, since often those 
with severe complicating illnesses with- 
stand radical surgery surprisingly well, 
particularly on peripheral portions of 
the body.“? Thus, in keeping with Mar- 
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tins philosophy this 1s an opportunity 


to convert the certainty of death to the 
uncertainty of life. an apparently poor 
veneral physical condition of the pa 


tient notwithstanding 


(Juite apart from the discussion of the 
re lationship of te hniqu to end results. 


recommend the method of hem} 


One Can 
hvoidectomy with retrohyoid dissection. 
as it will be described. with 
which i can be done This dissection fol 

the oft 


much of it along the pharyngeal aponeu 


for the ease 


natural 


lows planes cleavage, 
rosis which forms the floor of the surg 
cal field above the thyroid cartilage 


lhe technique of extended retrohyoid 


radical Tit ck ection based th 
concept that thi bon 
ot the 


the surg 


cal keystone neck, since, as | have 


pomnted 22 cle 


(depend 


Ing upon Whether or not one considers the 


chondrog miuscle 


Cparal 
part ot the hvoglossus) are attached to it, 
lhese extend ird imto the floor ot 
the mouth and tongue, downward to th 


ot the midline. and 
of the 
(Of all the muscles concerned in 


Oot) 


te) the 


ste 


laterally mastoid 


radical neck dissection. only the 


region 
(hig 
Sterno 

These 
anterior 
of its 


clerdomastoids 
At) 


not so attached 
the 


aspect of the neck over a wice 


muscles covert 


entire 
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IN 
circumterence, and all of them, includ 
ing the ribbon muscles and those of the 
submental and submaxillary regions, can 
bie 
their attachments to the hyoid bone are 
lett 


cted single provided 


undisturbed. The operation can be 
pertormed through any of the standard 
incisions, the author's original prefer- 
the 
by 


ence having been for are above 


and below, joined drop line. 
(One patient, however, recently demon 

strated atrophy and sloughing of the 
flaps for reasons which are not clear, 
and we are seriously considering adopt 

ing as routine the incision described by 
I'raser,': consisting of the usual upper 
limb and a curved S-like vertical limb. In 
this 


ifs 


two recent cases mension has m 


the 
standpoints of exposure, healing, and 


pressed me with worth from 
functional and cosmetic end-results. The 
inclusion of the platy sma and overlying 
the 


ficial laver of deep fascia. Aas part of the 


fascia, together with most super 


skin flaps is considered reasonable on the 
premise that if the superficial lymphatr 

have been invaded, the skin is probably 


alre ady involved and should bye: - 


with the platysma.’ 


\s in the standard procedure, the 
Naps ire cissected free to the lew | of 
the mandible above. the clavicle be low. 
the trapezius posteriorly and past the 
mudline of the neck anteriorly to 
isolate and avoid the mandibular branch 
of the facial nerve at its lowest pont 
near the tacial vessel is they cross the 
mandible. The disseetion, if irriedd out 


from anterior to posterior, | begun by 


evermng the sternal and clavieular heads 


of the sternocleidomastoid (hig after 
which we deviate from the standard pre 
cedure by the ternal attach 
ment of the sternohyoid and the mor 
deeply placed sternothyroid muscles, If. 
however, it is begun posteriorly, an in 


cision is made through the fat deposit 
of the 
of the omohyord 


along the marvin 


belly 


trapezius, the 


posterior curt, 
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YW"Cutting sternocieidomostoid m 


Sternocle domastoid retiected & 
sternonhyoid Sternothyroid mm cut 


rit, Skin flaps reflected: sternocleidomastoid, sternohyoid and sternothyroid to be divided 


and the dissection is continued forward — case of manipulation. These are reflected 
on the clavicle to the anterior margin of — upward (fig. 6) together with the fat 
the sternocleidomastoid, severing its in- = pad of the posterior triangle, thereby 
exposing the carotid sheath, which is 
entered for the purpose of tying and 
cutting the internal jugular vein. Four 
ties, two above and two below, are ordi- 
narily placed instead of the three dem- 
onstrated. The superior segment of the 
jugular vein 1s then included as part of 
incorporate them into a single bundle for — the reflected mass. 


sertion at the clavicle and sternum, as 
well as those of the two aforementioned 
ribbon muscles. 

The severed end of the sternocleido 
mastoid, the two severed ribbon muscles 
and the posterior belly of the omohyoid 
are encircled by a strong suture-tie to 
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lhe structures being resected are eas) 
ape supe rhicial to the third laves of the 
deep rascia, eXposinyg the trachea. the 
thyroid gland covered by its capsule, the 
contents of the carotid sheath and. As 


ily separated Ina normal plan of 


the dissection proceeds upward, the eri 
cartilage, the cricothyroid mem 
brane and the « ricothyvroid muscle, los 
teriorly we come upon the phrenic nerve, 
the cervical trunks and the muscles 
forming the floor of the posterior tri 
angle (fig. 7). The full length of the 
spinal accessory nerve is not demonstrat 
ed, since it is hidden in the muscle mass 
being reflected and in the fatty tissues 
of the posterior triangle. 


The accompanying illustrations do not 
demonstrate removal of the thyroid 
hemigland, but I am becoming convinced 
that radical neck dissection should in 
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thyroid vessels. In the description of 
this technique, and in the illustrations, it 
will be noted that while the principle of 
extending the operation to the midline 
of the neck has been followed, the re 
gion of the thyroid gland has been left 
intact, Recently the technique has been 
further extended so that the operation, 
as now performed, includes an additional 
step. The thyroid gland is split through 
the isthmus, and after tying the infe- 
rior thyroid vessels, the lobe on the in- 
volved side is peeled off the trachea, the 
recurrent laryngeal nerve having been 
isolated and preserved. Half of the thy- 
roid gland is, therefore, permitted to re- 
main by the attachment of the superior 
thyroid vessels as part of the resected 
mass. This added step is deemed neces- 
sary not only on anatomic grounds by 
reason Of the presence of the recurrent 
laryngeal, prethyroid pretracheal 
group of glands, but for clinical reasons, 
since recurrences in the region of the 
thyroid gland, particularly deep to it, 
have been observed. No harm from the 
lack of thyroid or parathyroid secre- 
tions has resulted from this removal. 


The resection continues upward un 
til the oblique line of attachment of the 
sternothyroid muscle to the ala of the 
thyroid cartilage is reached. The thyro 
hyoid muscle above shares this attach 
ment to the oblique line, and in order to 
permit the inclusion of these muscles in 
continuity, this common fibrous attach 
ment is severed from the thyroid car 
tilage by using a scalpel blade placed flat 
to the ala. The dissection can then be 
continued upward with the two muscles 
remaining in continuity, separation from 


the thyrohyoid membrane being readily 


accomplished as far as the level of the 
hyoid bone. The external carotid artery 
is tied above the origin of the superior 
thyroid artery, and cut. The hyoid bone, 
which is steadied by grasping it with 
towel clips placed on either side of the 
midline, is then sawed through in the 
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midline or split with heavy shears (hg 
7). The lateral half, which is to be re- 
moved, 1s grasped with a hook at the 
point of severance, and by exerting trac 
tion upon it ventrally, the underlying 
structures are put under tension. The 
posterior attachment of the hyoid bone 
can then be easily severed, freeing it 
from its bed but allowing its muscles, 
with the exception of the medial pharyn 
geal constrictor, to remain attached. The 
dissection continues beneath the genio 
hyoid and hyoglossus muscles, exposing 
the wall of the pharynx over a wide area 
and incorporating the suprahyoid mus- 
cle groups (digastric, stylohyoid, mylo- 
hoid and geniohyoid) into the resected 
mass. The medial constrictor is severed 
from the bone and permitted to remain. 


An incision through the raphe ante 
riorly, in the midline, separating one 
mylohyoid muscle from the other, dis 
closes a clearly defined cleavage line be- 
tween the muscles of side of the 
floor of the mouth and those of the Op 
posite side. When this has been accom- 


one 


plished, the surgical specimen is easily 
dissected upward to the level of the 
The submaxillary gland 1s 
simply lifted along with the rest of the 
specimen, since its entire bed is included. 


The anterior facial vein is tied off super- 
ficially; and the mylohoid, submental 
and hypoglossal veins are also tied off 
when and if they can be identified. 


lf the facial vessels were not cut and 
tied when the skin flap was elevated, this 
is now done, taking care to avoid, when- 
ever possible, the mandibular branch of 
the facial nerve. If the lingual vessels ly- 
Ing on the geniohvoid muscle deep to the 
hyoglossus can be brought into view, 
they are isolated, tied and cut; if not, 
this is postponed until the dissection has 
become further advanced. 


From this point on, the technique 
varies depending upon whether only the 


radical neck dissection is to be per- 
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formed or the operation is to be ex- 
tended to include the mandible. floor of 
the mouth, and structures of the oral 


cavity. If only the radical neck dissection 
is to be done, the specimen 1S dropped 
back into its general anatomic position, 
and beginning at the midline | fig. 8), the 
anterior belly of the digastricus is cut at 
its attachment to the symphysis of the 
mandible. The mylohyoid is sectioned 
as closely as possible to its origin on the 
mylohyoid line, and the geniohyoid is 
severed near the symphyis. The fascia 
binding the superficial aspect of the 
submaxillary gland its 
bony attachment. 


1S split along 


When these structures have been cut, 
blunt dissection will expose the hypo 
glossal nerve lying between the mylo 
hyoid and hyoglossus muscles. It can be 
dissected free and preserved or, if im 
dications warrant, severed and included 
in the specimen, the resulting paralysis 
of the corr sponding side of the tongue 
being tolerable 


question whether resection of this nerve 


entirely There is some 


should net routinely he done on the same 


grounds that justify routine resection of 


the spinal accessory nerve. The sub 
maxillary duet just superior to the hy 
poglossal nerve is tied and cut. The hy 
oglossus muscle is sectioned high up 
under the mandible (higher than dem 
onstrated in the illustration). The dis 


section 1s continued laterally following 


the posterior helly of the divastri itis 


cle 


and cutting across the lowe) pole of 


the parotid gland. which jc included in 
the specimen. The posterior bellies of 
the digastric and stylohvoid mus les are 
followed to the re gion of the mastoid tip 
(fig. and afte retracting these up 
ward, severing them now ot later as 


expediency dictates, the internal jugular 


vein Is once again tied and cut between 
two ties above and one below lhe spinal 
accessory nerve, if it is not to be pre 
served, is cut again 


at this high level. 
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and the specimen is detached by severing 
the mastoid attachment of the sterno 
cleidomastoid and whatever facial at 
tachments stil] remain posteriorly, It is 
to be noted that the suprahyoid muscles 
have been resected to the level of the 
gemoglossus, which forms the bed of 
the floor of the mouth (fig. 10). The 
superficial view of the resected speci 
men 1s demonstrated in figure ll, and 
the deep view in figure 12. 


‘ pat ited 
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Racheal 
alone 
ot 


nec| SECTION pertormed 
dS a discontinuous procedure can, 


course, be properly apphed only in 
Which the primary 
has been adequate ly controlled. 
ample Carroll,® while not championing 
it, cites possible appropriate in 


as an isolated procedure when 


those case ion 


cx 


lances 
for its use 
ado primary lesion 1S radiosensitive but 
metastases to the cer 


vical lymphatic S are 
not. He states 


that there has evolved in 
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bit, ‘4 
helly ot 
of skull 


Specimen immediately prior to 


digastricus will be evered at 


many centers a plan of dissociated ther 
apy in which radical neck dissection is 
carried out independently of the control 
of the primary lesion, It is also suitable 
as the second part of a bilateral neck dis 
section, either immediate or delayed, 
and for recurrences in the neck when 
previous treatment had been directed 
solely to the local lesion. 

It is generally agreed, however, that 
good cancer surgery requires that the 
primary lesion, the cervical lymphatics 
and the intervening structures be resect- 
ed in continuity. The chief application 
of extended retrohyoid radical neck dis- 
section is therefore not as an independ- 
ent isolated procedure but as part of an 
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Sternocleidomastoid \ po terior 


limit, and internal jugular vein tied near has 


Hypos loss il rie TVve acriniece ad (option il) 


In conti 
nuity with a primary lesion. The concept 


en bloc dissection carried out 


of in-continuity dissection is, as Slaugh- 


ter, Roeser and Smejkal*> point out, par- 


ticularly applicable to imtraoral cancer. 
When these authors, for instance, adopt- 
ed Martin’s one-stage commando tech- 
nique, performing in continuity a radi- 
cal neck dissection, hemimandibulectomy 
and resection of involved soft parts, the 
improvement in their results was strik- 
ing. 

The technical problems inherent in an 
en bloc procedure, in which resection of 
the involved oral area, partial mandibu- 
lectomy and radical neck dissection are 
performed in continuity, are actually 
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19 
to the tloor of the mouth into the sub 
stance of the tongue itself 
lt the primary incision has not been 
made through the lowe) lip, this is now 


split through and through in the midline, 
continuing over the chin and joining the 
metal of the Upper arm of the pr 
mary incision m the neck. An incision is 


made in the mucosa of th buccogimentval 
ve sulcus from the midline as fay laterally 
as possible, atter which attention 
rected to the interior of the mouth. Lhe 
thre cot thy os split 
bit, LU All nonvital structures xcept lohe of Vy . 
| gland remo, irom midline to trapezius 
and rot mandibl clavu Kecent operations 


simplitted by idapting th principles of 
this extended retrohyoid approach lhe 
plan cleavage along which the dis 
section proceeds 1s immediately super 
heial to. the pharyngeal APONCUTOSIS, 
which is the natural anatomi approach 
to the structures in and about the floor 
of the mouth 


lry the combined procedure, the con 
tents of the neck re main attached to the rats 
mandible. The dissection is carried out 
as deseribed to the point at which the 
hvoid bone is split. The raphe between 
the right and left mylohyoid muscles js 
cut in the midline in order to develop 
further a line of incision in the « leavayve 
polar between the right and left hyoglos 


sus and geniohyoid muscles. It is note 
worthy that a fibrous septum joins the 
two halves of the tongue, passing down 
= ward between the muscles to join the 
hyoid bone.'©* After splitting the hyoid 
2 bone, it is this fibrous septum which 
ae delineates the midline route to be fol 
os lowed through anatomic cleavage planes 
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just internal to the mandible over an area 
indicated by the extension of the intra- 
oral resection to be performed. The de- 
tails of the ordinarily confusing surgical 
treatment of the intraoral portion of the 
operation, including surgical repair, are 
well presented in Morfit’s illustrations.?? 
The mandible is split lateral to the mid 
line with a Gigli saw in order to pre 
serve the curve of the chin. This site of 
sectioning lessens to a great extent the 
postoperative cosmetic and functional 
defect. In lesions involving the posterior 
aspects of the oral cavity, disarticulation 
at the glenoid fossa is desirable, provides 
an easy closure, and seems to give the 
least postoperative disability. In Slaugh 
ter’s experience, however, preserving 
even part of the ascending ramus allows 
better secondary restoration of function 
by bone grafts or prostheses.*° If the 
ramus is to be preserved, a Gigli saw cut 
is made through it at the desired level. 
Detachment of the hemimandible at the 
glenoid fossa is greatly simplified by the 
original Gigh cut through it, since under 
these retracted 
downward and outward, bringing the 


conditions it can be 
pterygoid muscles, which need to be sev- 
ered, into view. This puts the ligaments, 
capsule and attached muscle fibers under 
tension so that they can be cut as the 
condyle itself is gradually rendered more 
mobile by the sectioning of successive 


structures, 


After severing the masseter muscle, 
the entire mass remains attached only by 
the structures of the floor of the mouth. 
Attention is directed from below to the 
well defined line of cleavage between the 
genioglossus muscles, which may virtual- 
ly be separated from each other by 
blunt dissection (fig. 13). The ineision 
through the tongue itself, delineating 
the extent of the resection, is made by 
electrocautery. I-ven if a small fraction 
of the tonyvue is to be resected, this 1s 
greatly facilitated by putting the tongue 
under tension with traction sutures 
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resection 


and phar Yrivea 


hit, 13—-Combined, in-continuity 
pleted; mucosal surtaces 
about to be 


com- 
apone urosis 


closed: tonwwue repaired 


placed on each side of the midline near 
the tip. The distribution of the lesion 
will govern the extent of resection. 


Suturing the severed margin of buc 
cal mucosa 1s begun posteriorly and con 
tinued forward, approximating buccal 
mucosa successively to the mucosa of 
the severed root of the longue and to 
the floor of the mouth and incorporating 
the severed margin of the superior limit 
of the pharyngeal aponeurosis into the 


closure whenever possible. Repair of the 


apex of the tongue is accomplished by 


approximating the superior to the infe 


rior mucosal surtaces (fig! 14) 


Thus, in the radical neck dissection 
alone, by utilizing the principle of split 
ting the hyoid bone 


muscles attached 


while leaving its 


and carrying out the 


dissection in the retrohyoid cleavage 
plane, al single bloc 1s resected iN) contt- 
nuity consisting of all the nonvital struc 
tures of one side of the neck from the 
midline to the free margmm of the tra 
pezius and from the clavicle upward to 
the level of the mandible (fies. 15 and 
16). In the commando procedure, the 
upper limit for dissection is extended to 


incorporate the hemimandible inthis 
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structures of} 


limits « nil tt) 


the 
required, and its floor 


single bloc as well as 
the mouth. as 
dissection in the 


the depth of the third laver of the deep 


lowey 


cervical fascia, and in the upper limits to 
the depth of pharynyeal APONCUTOSIS 
The superficial wound 1s closed in lay 
ers, with through-and-through perforat 
tubes extending 
Incision near the 


ed plasti drainage 


from one end of the 


cted speci 


eternet 


Lregeei 


Pits, | 1] ‘cep aspect of the resected specimen 


the other, 


temporomandibular to 


ina Cparat dramave 


brought out at the lower end of the ve 
bre re 


ure Ings are 


tical immersion 
then applied, 

After an inmediate postoperative 
riod of tube feeding, swallowing is nor 
mal. lhe of the 


suprahyoid muscles on one side do not 


resection ribbon and 


affect it, since the muscles of the Oppo 
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site side are adequate for elevation of the 
larynx, which accompanies the act of 
swallowing. | have not included the rib 
both in bilateral 
radical neck dissection and therefore do 
not know what the effect upon swallow- 
ing might be. 


bon muscles of sides 


Criticism of so-called needless sacri 
fice of tissue (particularly of the more 
superficial muscles of the floor of the 
mouth when the dissection is limited to 
the neck) seems unjustified, since it pro- 
duces no obvious physical disability and 
such sacrifice for the purpose of obtain 
ing anatomic continuity is entirely in 
keeping with the principles of good can 
cer surgery. In the limited procedure 
when the hypoglossal nerve is sacrificed, 


the resultant motor paralysis of one side 
of the tongue is unpleasant but by no 
means sufficiently disabling to be worth 
when life is at 
stake. This nerve can, however, be pre 


serious consideration 
served without otherwise limiting the 
operation, Apart from this, unilateral 
extended retrohyoid radical neck dissec 
tion, as described, produces no greater 
postoperative disability than the more 
limited procedure, This applies to the 
neck dissection alone as well as to the 
en bloc im-continuity resection of the 
contents of the neck, the floor of the 
mouth, the hemimandible and the in 
volved structures of the oral cavity. 


SUMMARY 

A technique for performing extended 
radical neck dissection with or without 
hemimandibulectomy, including resec- 
tion of involved structures of the oral 
cavity, 1s described. This technique is 
based upon the premise that the hyoid 
bone is the surgical keystone of the neck 
and that removal of one lateral half of 
this structure, allowing the muscles to 
remain attached, simplifies and permits 
an en bloc dissection of all structures 
between the trapezius and the midline 
from the mandible to the clavicle to the 
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depth of the third layer of the deep cer- 
vical fascia. Hemithyroidectomy, per- 
mitting the half gland to remain attached 
to the specimen by the superior thyroid 
vessels, has recently been added as a rou- 
tine procedure. The lymphatics con- 
cerned in and about the midline of the 
neck are deseribed. 

The extended technique is considered 
justified (1) because of the lymphatics 
present in the region of the midline of 
the neck, which are not ordinarily re 
sected, (2) by examples cited in the lit- 
erature of frequent recurrences in the 
immediate area of the operative field as 
well as in the lymph nodes on the oppo 
site side of the neck, and (3) by virtue 
of the biology of the tumors, which ordi- 
narily limits them to the area above the 
clavicle without spread to distant organs, 
so they can almost always be surgically 
resected provided the field of neck dis 
section can be enlarged to include all 
possible locally involved areas. extended 
retrohyoid radical neck 
proposed as a technical advance in this 
direction, 


dissec tion 
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DISCUSSION 

Annotp |. Kremen, M.D., (by invitation), 
New York: I want to thank you for the priv- 
ilewe of hearing this paper and of making a 
few remarks on this very interesting subject. 

| think Doctor Pressman is to be commended 
for calling our attention to a very worth- 
while extension of the resection of cancer- 
hearing tissue in the neck. 

We speak of radical neck dissection, and it 
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; always, | think, a bad poli y to use the term 
when describing a procedure. What are we 
voing to call Doctor Pressman’s operation 
now. after we have used up our ammunition 
‘n describing a lesser procedure as a radical 
procedure ¢ For extension o! radical mastec- 
tomy the term superradical mastectomy has 
come into use. | suppose here, Doctor Press- 
man, it might be wisest to call this a com- 
plete dissection and let it go at that 
valid anatomic exten- 
‘on in the management of cancer problems in 
a. I believe that the cardinal 
superiority of surgical neck dissection 
Ove radiation therapy tor management ol! 


‘This procedure is a 


reason 


lymph nodes in the 
well brought out in this instance, name- 

compl te extirpation en masse of all 
lymp! ati ind potent cancer-harboring 


metastatic cancer lo 


neck 1s 


In the management o! le- 


in the area 


tissue 
sions of the head and neck, the one concept on 
which there is wide agreement is that if one 1s 
concerned with curing an individual who has 
metastatie extirpation of 
all the lymph nodes is the only method that 
will offer a chance of cure 
may be palliative but 1t rarely curative, and 
| think the rarely curative is be- 
cause the radiotherapist cannot deliver a can- 
cerocidal dose of roentgen rays to the entire 
potential area where cancer may reside in the 
that is, from the clavicle to the mas- 
toid process. He may manage the grossly pal- 
pable areas, but this alone does not produce 
permanent cure. By the same token, I am 
ure that surgical management of cancer in 
the lymph nodes would fail if we attempted 
to remove only the palpable lumps. The reason 
we have successes 1s that aggressive surgeons 
have been able to apply classical concepts of 
surgical management in this area, 
complete resection of all potential 
hearing tissue in the area. 


cancer, the surgical 
ba dint 
Radiation therapy 


reason it 1 


neck ; 


namely, 
cancer- 


You have had described to you today an ex- 
tension of this concept, which removes one 
potential where residual cancer 
could remain. For this reason I think it wise, 
and I am certain it will not add to the mor- 
tality of the procedure. Certainly it does not 
appear to add to the technical difficulty of the 
procedure, and if it does ncit contribute to 
added postoperative morbidity, I think many 
surgeons will add it to their armamentarium. 
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PRESERVATION OF HEARING IN MASTOID SURGERY: 


TECHNICAL CONSIDERATIONS 
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CONSERVATION Of hearing in surgery 
mastoid disease should be | 
just for the 


called suitable case 


for chron 
goal, nol occasional SO 
but for all cases re 
quiring such surgery, True, the goal will 
not always be reached, but the incidenc: 
of success will be gratifyingly high} 


should be 


planned as though if were Lo he don on 


mastoid operation 


the patient only ear with ood heat 


ing; then one would have no choice but 
possible. With 


the current refined techniques and mod 


he aS COMNSCTVALIVE AS 


ern antimicrobial therapy, this conser 
atism will result, in most instances. in a 
usetul as well as a drv ear without the 
hazard of intracranial complications, In 
mye 


<perience an intracranial complica 


hon ha Hever Occurred As thi re sult ot 


“conservative surgery.” 


What should the plan be? What must 
be done to preserve or improve hearing ? 
The most Important factor set ms to be 
to maintain a freely movable stapes,!3-!4 
Next, a patent unscarred round window 
must be included in a sealed tympanic 
Space connected with a patent eusta 
chian tube. The very best results, with 
some exceptions, are in those cases in 
which there is an intact ossicular chain: 
however, in the absence of the incus and 
the head of the 


hearing can be 


malleus, serviceable 


obtained if there is a 
sealed tympanic space.*!0!3 Tf this tym 


should 


by ntual ( ompl te 


space hecome obliterated 


retrace tion thie 
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LV part membrane against the prom 


ontory, however, the good hearmg level 


previously obtained may be lost.° 


\\ hen the 


matleus have 


incus and the head of the 
been removed, the remain- 
ing tympanic membrane often will rest 


against and envelop the capitulum of 


the stapes. In the cases of mine in which 
this has 


has bye f 


occurred and a tympamic air 


mn maimtained, a good hear.- 


ma result has been the ruli lhis has 


heen noted also by Juers, who also feels 
that this contact between the stapes and 
the tensa desirabl food 
hearing. Juers has devised a procedure, 
the myringostapediopexy,? to ensure 
this contact, which apparently produces 


a difference between the sound pres 


sures on the oval and round windows 


which 1s conducive to good hearing 


We 


the mobility 


aim then (1) to matntain 


of the stapes within a sealed 


tympani Space 1n which there is cone 


custae hian tube and 


the round window area: (2) to prevent 


tinuity between the 


obliteration of this sealed tympanic 


space; (3) to ensure contact between 
the tympanic membrane and the head of 
the stapes when the incus or the incus 
and the head of the malleus have been 


removed. 


To maintain mobility, one 


should take the following precautions: 


stapes 


|. Avoid disturbing an intact function 


inv ossicular chain when one ts 


present, 
<. Avoid dislodging the stapes from 
the oval window by refraining from 


bootnot 168. ind paragraph 91, of 
No 
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essive it 


such as may occur if an attempt 1s 


manipulation about 


made to remove every bit of gran 
ulation tissue surrounding the stapes 
in its pelvis ovalis (fossula fenes- 
trae vestibulae). It is not ne essary 
to remove every vestige of granula 
tion tissue as the formation of gran- 
ulation tissue is reversible. 
3. Avoid dislodging the stapes by not 
attempting to remove an enveloping 
cholesteatoma matrix if one is pres 
ent 
Avoid removal of the mucous mem 
brane in the pelvis ovalis near the 
fenestra,'* as this may cause excess 
scarring and stapes fixation. (Re 
frain, also, from removal of mucous 
membrane about the round window 
to avoid searring of the round win 
dow. ) 
How can obliteration of the tympant 
space be avoided? Some 
follow 
1. Preserve the ossicular chain 
possible, 


suggestions 


when 

2. If the matrix of a cholesteatoma is 

sealing off a tympanic space, do not 

disturb the matrix.*4 

3. If it is necessary to remove the incus 
and head of the malleus, complete 
retraction of the 


tympanic mem 
brane against the promontory with 
obliteration of the tympanic air 
space may occur. To prevent this, 


perhaps one should try to leave be 
hind structure, 
or structures, such as (a) the great- 


some “tenting-out”’ 


er and lesser tympanic spines (see 
fig. 1), as suggested by Lempert,!! 
or (b) the head of the malleus, if it 
is possible to save this when the 
incus 1s removed, 

The latter alternative was adopted in 
case 4, to be presented (fig. 13), and, | 
definitely contributed toward 
the prevention of complete retraction 
of the tympanic membrane in this in- 
stance. 


believe, 
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A diagrammatic : representation of the 
“reater tympanic spine (1) and the lesser tympanic 
spine (2). Lemp rt sugwested that leaving these 
spines may be a way to prevent medial retraction of 
the tympanic membrane. (Uroken lines indicate lo 


tor 
11-A) 


ation for incisions 


meatal flap. See figure 


empert- ty pe tympano 


lf a sealed 


heen obtained but the expected good 


tympanic air space has 
hearing has not, one may resort to fen 
estration of the laby rinth with a reason- 
ably good chance for success, providing 


that the cochlear function is adequate. 


TECHNICAL CONSIDERATIONS 
l'nder consideration are the tech 
niques for all types of surgery for 


chronic mastoid disease. It is important 
to use magnification in all instances. 

lf a modification of the classic com- 
plete radical operation 1s to he done, it 
does not necessarily have to be the Bon- 
dy operation, although the Bondy is the 
one done most often in this country. 
There are some cases which need a little 
more mtervention than 1s usual in the 
Bondy operation but something less than 
the completely radical operation. To dis- 
tinguish these “in between” procedures 
from the Bondy operation, a term such 
as “conservative radical mastoidectomy” 
may be desirable. 


The techniques used must fit the situa- 
tions encountered. A few of these which 
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PRESERVATION OF HI 
have been used suce: sstully to produce 
a useful as well as a dry ear will be de 
In the 


has heen 


scribed Bondy operations th 


all 


Stances, a detail which. in my opinion, ts 


“bridge” removed in 


hnportant ( The chnique of the Bondy 
will be given, as it 
} 


been cle ribed else whi 


operation not has 


ENCOT 


N TERED 


r attico-antral cholesteatoma 


pani membrane p. 


Su perior-attic tym 
yforation 


lechniqu when the cholest 


mralria LS pr ua ed 


‘atoma 


Most cases of chronically discharging 


ears that require surgery have cholestea 


tomas and a high percentaye of these are 


from attr pret horations 2} OF POs 
terosuperior marginal perforations, or a 
ot both of 


have serviceable. (jl close serviceable, 


combination \lany these 


hearing. It is expected, therefore, that 
there is a good chance to maintain o1 
improve the hearing lf the patient s 
oll the 


matrix of the « hole steatoma, it 1S rare 


for the hearing level to drop after sur 


VRING 


Is 


is undisturbed 
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providing that the covering matrix 
ed and the 


middle eat cavity 


tually, many ears ob 


tain an ment hearing, appar 


ently 


| i I hy 


immer 


I 


portion 


as the result of the elimination of 


& 
ot the t ha cur 
wi matri 
i? ivh 
|? 
reflected int 
Maret 


stoma 


by 


ti 


i stalk to the pertoration which, in this case, is 


epithe lial 


ha hy 


tis 


rea 


layer 


on 


re 


oni 


the 


sentation 


of a choleste. 


i ‘ 


y st, 
the 


outside. 


a, 
inside 


with a squamous 
and a con- 
It is connected 


in Shrapnell’s membrane. (From Baron.*) 


bit, he completed operation a the choleste 
‘toma matrix left in stu. (Note that it is covering 
the ossicle ind eating off the tympanum.) 6b and 
» are the membranous canal skin flaps. (From Bar 
on.* 


: 
ef 
‘an 
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the middle ear congestion after the cho 
lesteatoma 1s exteriorized, A number of 
these 


rous otitis media which disappears after 


CASCS, preoperatively, have a se 
surgery, usually spontaneously, although 
occasionally drainage by myringotomy 1s 
necessary, 


‘| he matrix cannot be preserved in all 
CASE as there are often definite contra 
indications for preserving the matrix. 


These 


before this group two years ago. 


outlined in my discussion 


Were 


When the matrix is saved, an advan 
tavye gained 1s elimination of the attic 
perforation, since the canal skin is not 
needed for a tympanomeatal flap. This 
membranous canal wall is cut through its 
long axis superiorly to and through the 
perforation, thereby eliminating the per- 
foration (fig. 3). This forms a plastic 
flap which can be reflected over the fa- 
cial ridge to the mastoid bowl (fig. 4). 
For better conformity and maneuver 
ability, an external “cull” (b’ in fig. 4) 
should be separated from the main flap. 


Should the preserved matrix of the 
medial attic wall be elevated in order to 
Inspect the ossicles ¢ ‘That depends upon 
the preoperative hearing level. If the 
hearing 1s serviceable, especially if it has 
decreased only 5 to 15 decibels, it 1S un- 
wise to disturb the matrix. If the hear 
ing 18 poor, then the matrix should be 
elevated and the ossicles INSper ted. 


ILLUSTRATIVE CASE REVORTS 


Case 1—-This type of procedure was fol- 
lowed for ©. G., a 36-year-old male, who had 
an attic perforation and an atticoantral cho- 


lesteatoma in his only good ear, the left. A 
in hearing was obtained 
postoperative audiogram, 
live years later, showed maintenance of 
improvement (fig. 5) 


slight improvement 


postoperatively \ 
home 
his hearing 


Comment: At would 
dare manipulate the patient’s middle ear 
and the future 
hearing m his only useful ear?’ Utiliza 


tion and preservation of the matrix that 


surgery, one 


structures gamble on 
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sealed off the ossicles and the tympanum 
was the solution to the problem. One can 
expect that in this procedure there wall 
be no further hearing loss. In cases pre 
viously reported,’ none that had service- 


able hearing before Operation lost this 
hearing when the matrix was saved, and 
some had further hearing improvement. 
Also, some patients whose hearing was 
below the serviceable level showed 1im- 
provement in hearing to the serviceable 


level after surgery. 


(Of the cholesteatomas encountered, 
the attico-antral one, such as was present 
in this patient, is found most often.’ It 
is obvious, therefore, that this technique 
of preserving the matrix is one of the 
most valuable in the conservation of 
hearing. 
Case 2—In this case, that of Mrs. L-l, age 
34, partial removal of the matrix was required. 
This left the short process and some of the 
body of the incus exposed (fig. 6). A flap was 


rade to cover the bare incus and the uncovered 
portion of the tympanum in the tollowing man- 
ne? 


\ Lempert-type tympanomeatal flap was 
developed as usual. When this was done, the 
anterior auditory wall attachment was 
severed in the direction of and through the 
attic perforation, thus eliminating the per- 
foration (fig. 7). The flap, now attached by a 


canal 


ae. 
a 
A 
= 
arene 
BS 
Bi. 
- 
¥ 
jae 
ts 
= > 
2 
A 


4) 


PRESERVATION OF 


bechnique sin case ? 


y Part of the 
covering the head of the 
Miaiiet part of t} bod of the incus, and part of 
thi tympanum were left in situ 


chols tfeatoma matrix 


It was necessary to 


remo, the posterior portion of the matrix, leaving 
the short proc ind part of the body of the incus 
uncovered An external cuff, bh’, cut off from the 
membranous cat ’ been reflected into the 
TT how | ‘ 


ting from 


the lhcate the in 
ot that 
th terior it | wh the pedicle 
pet if | on throuegl t} in 
terior p trated mn figure 
Fro 
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skin flap, b 


omple te d 


Note how the 
covers the incus and the previously un- 
covered tympanum. It is closely approximated to the 
matrix, a. Primary union 
these edges in case 1 and others 


operation, 


OT thie und turbed 


hetween 


previously reported, (From faron,*) 
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the tree edge ae iring pre ed rot i 21.6 
bel vel ry thie od CAl of 
th patient (hg )) \ rriilar pl cedure has 
heen 
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done in two other cases, in which primary 
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Comment: \t is noteworthy that in 
this case granulations under the incus 
and encompassing the stapes were ob 
served but were left undisturbed. A 
small perforation of the posterior infe 
rior quadrant of the tympanic membrane 
developed. The middle ear drained 
through this perforation, but drainage 
ceased after two weeks and the perfora- 
tion closed. Ultraconservatism in oper- 
ating upon the patient's only good ear 
was rewarded with a hearing improve 
ment. 


b. Technique when the cholesteatoma 
matrix is removed 


lf one chooses to remove the matrix 
in cases Of attic or attico-antral choles 
teatoma with attic or posterosuperior 
attic tympanic membrane perforation, it 
will be necessary to cover the epitym 
panum with skin in some manner. If one 
uses a Lempert-type  tympanomeatal 
flap, the flap will contain a perforation 
which, in about 50 per cent of the cases, 
will close spontaneously. Those cases in 
which the perforation does not close 
will develop an attic fistula, with a 25 per 
intermit 
tent drainage.’ An unhealed attic fistula 
is a potential source of a new choles- 


cent meidence of constant or 


teatoma: there fore, if one uses a tym- 
panomeatal flap with a perforation, one 
should try to eliminate the perforation 


by one of several methods : 


1. Split the flap from the perfora- 
tion to the superior edge of the flap and 
freshen the margins of the perforation ; 
then approximate the edges by gentle 
teasing together and hold them in place 
with parafiined mesh gauze (fig. 10). In 
addition to closing the perforation, this 
will seal the tympanum. 


2. Another method calls for the de 
velopment of a Lempert-type tympano- 
meatal flap, severing the anterior attach- 
ment in such a manner that the incision 
reaches the perforation, thus eliminat- 
ing the perforation (fig. 11-A). This 
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leaves a very mobile flap on a very small 
posterior pedicle, which Canlh be ro- 
tated to cover the tympanum. It is ro 
tated enough anteriorly to completely 
seal the tympanum. [The margins of the 
perforation should be freshened before 
approximating the flap. 


Such a Hap was 
a O-veat old 


used in case 3*. that of 


female In this case it was felt 


necessary to remove the matrix because it was 
entwined between and around the incus and 
the head of the malleus. The incus and the 
head of the malleus were also removed. Com- 
plete closure of the tympanum was obtained, 
but there was a loss of hearing from a 66 
de ihe] loa 33 3 de ibe] level (fig 12). 


Comment: While this case illustrates 
how the tympanum can be sealed with a 
non perforation contaiming lap, it dem 
onstrates also that one cannot always be 
sure of retaining hearing when the incus 
and the head of the malleus are 
There has been 


removed. 


growing tendency to 
and the head of the 
malleus. [his should not be done when 


sacrifice the imeus 


it can be avoided since, as this case il- 
lustrates, there is the possibility ofa 


hearing loss. 


5. If one chooses to reflect the mem 
branous canal as a flap into the mastoid 
bowl instead of developing it into a tym 
panomeatal flap, the tympanum can be 
sealed by a thin skin graft, either in the 
presence or in the absence of the incus 
and the head of the malleus, as suggested 
by Meltzer,'° who stated that this graft 
should extend one millimeter over the 


upper edge of the tympanic membrane. 


4. There is another method of sealing 
the tympanum, described by Martin ear- 
ler this year, to which 
ferred.‘ 


you are re 


“Cases 2 and 3 are from the Letterman Army Hos- 
pital. They presented through the courtesy of 
( Byron M« Kibbe n, Chief of the Ear, Nose and 
Throat ‘Ss« rvice, and the courtesy of the Surgeon 
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PIG. 10--a, If a typical Lempert-type tympanomeatal flap is used in the ps nee of an at per 
loration, there will remain a perforation within this flap. Ihe | f 
cision to rotate th post riot half ot this Hap forwara and iownward to etry pert ition 
(The marvin or ti pertoration are freshened hetor: this 3 clone The | 
(bron 


terosup: rior 


Large marginal or nonmarginal pos 


per 


membrane 
foration without cholesteatoma 


tym pani 


the 


gory were treated surgically by 


past, some cases in this cate 


anh cx 


tensive cortical (simple mastoidectomy 
With the current techniques, better re 
hoth 


from discharge, 


freedom 
obtamed by the 
racy al Operation, due to better 


sults. in hearing and tn 


exposure 
the 


Space , 


more complete eradication of 
of “dead” 
and by the complete removal of 
atti 
“draping” of the skin in conti 


disease and elimination 


the external wall and “bridge,” a 


better 


nuity with the tympanic membrane onto 
the 


CTCASCS the ( hane es 


This in 
for closure of the 
perforation and the development of a 


dial wall will occu! 


~¢ aled tympanic Space with resultant bet 


ter hearing 


The possible management of such a situa- 
tie hest a hed by reporting case 4 that 

14-year-old girl who had a large poster- 
osuperiotr marginal pertoration her left ear 
with a hromic toul-smelling discharge and 
an average hearing loss of 50 decibels. A Bon- 
dy type of endaural, modified radical mastoid- 
ectomys wil Lempert tympanomeatal flap 
was done. A considerable amount of bony 
er on was noted in the mastoid antrum and in 


NO ch le Steatoma was found. 
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11-A 
FIG. 11--A. A method of elimination of the perforation in a Lempert-type tympanomeatal flap. The an. 
terior pedicle is severed at a, to and through the pertoration. (See figure 1, broken lines, tor initial incisions 
of a Lempert-type flap. See ftiwure 11-B) for flap in its final position 3. lhe flap in position attached by a 
thin posterior pedu le (The upper edge ot the tympank membrane is “‘treshened hetore thi flap pla ed.) 
This type of flap may be used to cover and seal the tympanum either in the presence or in the absence 


ot the ossicles 


126 260 £00 10002000 4000 8000 was left undisturbed. It was felt that the gran- 
ulation tissue might disappear and that the 
= tympani membrane perioration AI ough 
— - large, might close under treatment. The eran- 
10 ulation tissue did disappear and the perfora 
20 tion, with treatment (cauterizine the edges 
with trichloracetic acid and patching with 
(argile membrane), eventually sed lhe 
new membrane ely hugged thie capituium 
aa | the stapes and the promontory, but the an- 
7 terior halt of the tympanic membrane did not 
mo} + retract to the medial wall (fig. 13). The hear- 
Comment: This case proves the fol 
5000 6000 12,000 
lowing inportant points 
Preoperatiy ind postoperative audiograms 
of the right car, case 3 | (Granulation tissue formation is re 


ersible 
The entire mastoid and the middle ear, includ 
ing the pelvis ovalis and the stapes, contained ¢ \ large, margimal tympanic mem 
abundant vyranulation Lisstie lhe mcus was de- brane foration be closed in 
formed, with some loss ot both long and short an Ope rated ear. It has not been pos 
processes The meus wa removed, but the 


sible, thus far, to close a marginal 
head of the malleus was leit in situ (experi- : 
mental, in an attempt to prevent medial re- perforation in a nonoperated ear.’ 
traction of the tympanic membrane). All gran- 3. The head of the malleus can act as a 
ulation tissue in the mastoid and epitympanum, a. 
and as much as possible in the pelvis ovalis, protuberance to “tent out™ the tym 


was removed, but that surrounding the stapes prarhic membrane sufficiently to pre- 
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its. 13--Appearance of the healed tympanic mem- 


bra n ca ’ lhe capitulum of the stapes is 
closely enveloped new membrane of the 
healed pertoration retraction of the new me 
brane iwmainst§ the media wall evident an 
tet iif of tympani membrane has not 
retracted (Cretractios ibly prevented by preset 
the Te hie contact of the 


tympanic membran: iwainst the mobile stapes in @ 


tympani ilf space has resulted Im ¢ xcellent 
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6000 2 0090 
bit, Preoperat postoperat rat 


vent its complete retraction against 
the promontor \ 


4. The pressure of the tympanic mem 
brane against the capitulum of the 
1s condus we tod he 
result, provided that there remains 
an alr space mn the seal (| 

ltl. When the tyn panic membrane } 

absent and the middle ear is ; ccupied 
by a cholesteatoma 

ln CASCS falling mm this cCatevory, the 
surgical technique differ trom the 
classical radical toidectomy only 


that the matrix. which 1s firmly approx 
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mating the SLapes, the promontory and 
the ¢ ustachian tubs orihee, is not drs 
turbed. This technique is especially de 
sirable in those cases which have a fair 
amount of residual hearing, such as was 


nt im case 


Case 5, a 14-year-old boy, on whom this type 
comservative radical mastoidectomy was 
done. An audiogram one and one-half vears 
postoperatively showed a very definite hearing 
Mmprovement What was left as cholesteatoma 
matrix now has the appearance of a thin 


pseudo drum membrane closely hugging the 
head of the sLapes and enclosing a tympanic 
air space. The chances for a hearing improve 
ment would have heen considerably less had 


thie cholesteatoma matrix been removed (tiv 
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ball + 
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When th fyintpanic membrane is ab 
sont, destruction is s vere and the classi 


lhe purpose of presenting this classi 
hneation 3 report xpected 
hearing results in two cases in which the 
plete racical ration had been 


clone | it hy cle ( All unplanned 
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SHIRLEY 
pseudo drum membrane with a sealed 
tympanic air space in continuity with 
the eustachian tube 


asc 


In 


membrane can be seen closely enveloping the 


one where the pseudo drum 
head of the stapes, the hearing improved trom 
a 38 decibel to a 3.3 decibel level (fiw. 16). In 
the other (case 7), the hearing level improved 
from 60 to 21.6 decibels Che. 17) In the lat 
ter, the head of the stapes cannot be seen, but 
itis most probable that it 1s in contact with the 
pseudo drum membrane 
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hits, 16 Preoperative and postoperative audiograms 
of the riwht car, case 6, 


AL.H§ Right Radical Mastoidectomy June 6, 1946 
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of the right ear, case 7 
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In a third case ( Ss) which healed with 
a pseudo drum membrane and a tympanic air 
space but not with a good hearing result, I 
did, experimentally with the patient's 
knowledge that it was experimental, a fene- 
stration | had not performed the 
previous radical operation, so I had no knowl- 
whiat 


and 


operation 


edge oft middle ear manipulation had 
been done. At surgery a tympanic air space 
was found, but there was considerable scar- 
ring in and about the round window. Never- 
theless, I fenestrated the horizontal semucir- 
cular canal. Good hearing was not obtained, 


but there was some hearing improvement (hg 
18) which the patient feels is of distinct bene 
fit 


The presentation of this case is not in 
tended to create the impression that fen 
estration of the labyrinth following rad 
ical mastoid surgery can be done with 
abandon. It is reported to illustrate fur 
ther the many avenues to function that 
are opened when healing with a sealed 
tympanic air space 1s obtained. 

The 
suggest 


the last 


perhaps 


results in 
that 
should change the perspective in our 
techniques and aims, even with the com 

plete radical operation, I can recall being 
taught that in the healing of a radical 
operation, the formation of a pseudo 


Comment: 


three CASES we 


drum membrane with an air space in 
back of it should be avoided: now |! 
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19 
should like to know how to produce it) dryness, will be low following the use 


regularly 


( ertainly, As pointed out by Meltzer, 
the 
areas should be avoided, and, as 


traumatizing oval and round 
window 
Day? stated, 


should be utilized rather than destroved. 


drum membrane remnants 


Perhaps the bony annulus should be pre 
a skin graft applied atte 
or Sul 


One shouldn't he so 


and 
the me thod ot Martin.’ Llouse.,' 


served 
livan and 
anxious to seal off the eustachian tube tf 
air space 1s a requirement for 


hearing 


1) | N 


It has not been the intent of this pre 
sentation to renew the controversy, pre 
sented betore thi organization two 
vears avo. about whether it is safe to 
preserve the matrix of a cholesteato 
lhere are certain situations, 


previously deseribed, in which it is defi 


nitely sate to preserve the matrix, and 


in} these the all by hearimy 


result will be 


recom nding that vranulation tis 


deviated 


about thie 
reyvers bile. | have 


from the usual teaching. In 


t lew case when | wa Irying meticu 
lously to remove the granulations around 
the stapes, | either dislodged or tilted 
thie tor the detriment of the heat 


Wee ol telt that perhaps should be 
little less bold 


this ares have |e tf the 


rust when working im 


granulation 
sue about the Stipe sin enough cases to 
know that when the main mass of gran 
mastoid and 


ulation tissue im. the 


tympanum, with its adjacent infected 
small amount of 
left) behind 


conservatism has been 


removed. the 


granulation tissue which ts 


disapp aTs 


rewarded with very good hearing and 


dry ears, as evidenced by case 4. herein 


reported, and by others in mv files 


lt must be en phasized that the ine 


le Tice oft slicce al tt) both hearmye and 


ot anv of these technique if ra 
tive care is not meticulous and precise 


he control of healing is as important 


as the Copy ration 


( onsiderable progr has been 


in hearing conservation by improved 


techniques in the modified or conserva 


tive racdieal mastordectomy : but. undes 
standably. this has not been so with re 


rd to the 


complete raciical Operation 
lhe last three Operations reported, all 


comple racicals (cases © and 


dieate that the formation of a pseude 
drum membrane which contacts the head 
of the stapes and which produces a 
ealed PV AIT Spies with a prater 
round mm continuity wath the 


eustachian Is desirable 


thy 


hearing pseudo drum Trier 


bran these Cases, 


ical Operation, is not vet entirely appal 


ent; perhaps im the not too distant fu 


at hand. a wel 


ture the solution wall be 


Come addition tor the ach 


have been made toward salvavine the 


function of an ear. 


of the ma fon 


chrome proce if pu 


Ible to obtain a good result in 


all types of case theretore, one should 
technique threat vill conserve 
pore ‘ hearme 

2. This technique should be designed 
to maintam mobile stapes and an un 
carred round window in a sealed twm 


all price with thy 


eustin hian 


) bechnique that ha f 


cesstul in accomplishing this have been 


ment of variou ituation with and 


without choleste atoma. with and without 


preserving thy chol matrix 
In sttuations where it has heen 
necessary to remove the incus or the in 


cus and the head of the malk us. contact 
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between the tympanic membrane and 
the head of the stapes is desirable for 
good hearing. 


5. If a sealed tympanic space has 
been obtained but good hearing has not, 
fenestration of the labyrinth may be 
done with a good chance for success 

6. If, in the complete radical opera 
tion, a pseudo drum membrane develops, 
contacts the head of the stapes and pro- 
duces a sealed tympanic air space with a 
patent round window in continuity with 
the eustachian tube, good hearing will 
result, Cases have been reported in 
which this occurred. How to plan for 
such a pseudo drum membrane is on the 
agenda for tomorrow, 
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DISCUSSION 


Artuur L. Jurrs, Louisville. Ken 
tucky: Doctor Baron has presented an inter 
esting and Wiportant phase ot otologyv in a 
most adequate manne lt part cularly de 


sirable that the tec] nical aspects o] preserving 
hearing in surgery for chronic attic and mid 
cle Cul disease be emphasized There ATe still 


too many residents completing their training in 


otolaryngology without having a Com 


prehensive understanding of th subject 

In general, | find myself in agreement with 
most of the points Doctor Bar n has stressed 
He cited one case in which it was necessary 
to remove a well ossiculat 
with a resulting hearmg loss of about 25 de 
cibels | have had cxperience itl a 
lew instances and have sugwested a surgical 
technique which ves virtual assurance of 
erviceable hearimy ren val Or an mcus 

\ tew years ago | reported a few instances 
which a 20 the] le vel sted in 
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cases in which the incus was destroyed by 


cholesteatoma, which had simultaneously dis- 
placed the posterosuperior portion of the pars 
tensa medially into contact with the stapes 
Doctor Baron has substantiated this observa- 
tion. It occurred to me that when the removal 
ot attic disease necessitated sac rincing a tunc 
tioning incus, a good hearing level after sur- 
gery could be assured if a similar relation- 
siup were established at the time of the oper 
ation. | have termed this procedure “myringo 
stapediope xv, indicating contact between the 
[yripans membrane and stapes 


lt there is smooth matrix overlying the os- 
aling off the tympanic cavity, I be- 
lieve it is advantageous not to disturb this 
area It} thie Cases | do remove 


j 


he matrix superior and posterior to the prom- 
nence otf the late ral semi ire ular canal, hecause 
| have in several cases found in this area 
unsuspected tinger-like projections of the mat- 
rix toward the petrous pyramid. If cholesteat- 
ma surrounds portions of the ossicles, or in- 
completely seals off the tympanic cavity, I 
usually remove all matrix. I have found a 
well functioning ossicular chain in only 15 to 
“) per cent of these cases. (Slides demon- 
strated the steps in the technique of myringo- 
stapediopexy.) If the surgeon preters, the 
tympani Cavity could be sealed off with «A 
skin graft. However, a failure of the graft 
to take would result in an attic fistula. Dr 
Baron has already mentioned that a residual 


attic fistula is conducive to further otorrhea 


and Pool hearing, 


| would like to comment on the statement 


which Dr. Baron made regarding the desit 
ability. of retaining the head of the malleus 
when the incus is removed. He teels that re 
taining thre malleus bye id le sens the likelihood 


| retraction of the pars tensa and its adher 


ence to the promotory after surgery. I have 


nly one instance in which the tympani 
ivity was obliterated after surgery In this 
e | removed the entire malleus because of 


pocket behind the manubrium. |] have always 


rey ved thy illeus hie icf when thie | 
bsent and have noted no tendency for the 
pal ten rel iS a result wevetl 
' objection I can make to retaining 
tiie lhe if t tend to an 
1 thie ept the cavit An if 
re rit will ef urage the 
| where ther cle 
liiere W i in tendens ti ward Iriace 
ntection 
Doctor Baron bservatior concerning 
ton f Jose 1c] membr iTie 
eveloped are teresti nd contributive. | 
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wonder whether preserving the inferior and 
anterior portions of the tympanic ring would 
encourage the development of such a mem 
brane 


Again, | want to commend Doctor Baron 
Oot} hy excellent presentation 


Kopert ©. McNaucur, M.D, San Francis 
co, Calitormia | was pleased to be asked to 
discuss Doctor Baron's paper because otology 
has now come of age and our sole objectives 
need the oO} lite and the 
avoidance of intracranial complications. We 
can now consider the preservation and, in some 
cases, the actual improvement of function 


The ruthile cle struction of functional 
tures 1 


1 the name of safety for the patient is 
hecoming the exception, at least out our way, 
rather than the rule that. ot necessity, it once 
was. We are doing more modified radical oper 
ations than we are comple te racheal operations 
liven in those Cases where disease has de 
stroyed most of the functional structures. what 
remains is conserved and utilized. Cholesteat 
oma, which is nature’s attempt at healing, is 
controlled and is aided in this attempt 


| disagree with Doctor luers in that I he 
heve that even though the chol steatoma may 
extend medial to the ossicular chain, it is not 
so dangerous when it has been externalized 
There have been ‘amazing developments in 
some ot these cases in which the in us Was not 
sacrificed, | have watched some of these pa 
tients tor long periods, In fact, I have seen 
ases in which | didn’t know how the me 
chanical connection between the malleus and 
the stapes came about. There had been an in 
Cus at one tine It vradually d ‘appeared but 
thre hearme vel remaimed Lip), and | Stire 
that nature in those cases did a bettes rob than 
| Wi have beer able cle vranula 
lion tissue may reverse itself, and it usually 
on | the surgeon exerts the necessary re 


trait. It dee require restraint, patience, and 


Kil in the post perative care 

ven in the distant past there were some 
heal n lectomue that ftortunt 
re ted mazing earing level 

the that Doctor Baron re 
porte tested t Stantord and 
my ne near eve prea ited hy 
ur present nee] nm of the me rite 
hearu \ wreat mat people re thinking 
lor thi ne, trying to di er just 
etup present 

| not alt ef t the beautiful tecl 
‘ Doctor Kobral wri are 

ely re 1 be © we are 
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chain as well as its function in sound conduc 
tion. Nevertheless, we have to understand the 
normal mec hanics control thie tac 
tors that may produce a good level, 
and | am ot} the opinion that there are several! 
that rake possible a good 


in ordet 


hearing 


mies han al linkage 


hearing level 


In the modified radical operation we aim to 


restore the normal ossicular chain mechanism 
wit! a 
that this 


pre 


space, but | am sure 
method is mot the that will 
hecause we 


ale 
only one 


a high degree ot hearing, 


have patient without any ossicular chain 
whe have a high hearing level 

| dont have time to go into some ol} thie 
theories that | have been pondering, but | do 
helicve that while the wunpedance matching 


function of the ossicular chain is important, 


actually tive drumbhead and the chain 


evolved AS a detense mechan motor an ex 
bye sub 


sound energy 


tremely deheate organ that ha 
a tremendous range ot 
hardly 

mechanical linkage to increase its efficiency In 
other words, | don't that teleological 
without danger, and we have 


te 


necds a gross 


such a sensitive organ 
beleve 
xplanations Are 
accepted, almost without question, the tact that 
this ystem evolved to increase the efficiency ot 
Actually, we 
perilymp! 


the immer eat 
thie 


know that as soon 
space opened under local 

better than he will 
Doctor Shambaugh 
me that while 
found in the 


anesthe lA, the patient heat 
ubsequent Linvie 


ubsequently mtiormed similar 


taterments are literature. 


unpub 
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lished experiments Oot nis tatled t sup 
port this concept \ 
one hundred times thre area ot the 


sound-gathering system 
renestra 1s 
used concentrate thie 


sound and serve as an 


impedanc matching device; yet, during the 
fenestration operation it does not serve as well 
as an opening into the perilymph space 

All this and othes conflicting evidence leads 


me to belleve that we mav: eventually evolve 


whereby we 
Antibi- 


improved techniques now make it 


substitute mechanical system 


can obtain excellent hearimg levels 


ot ~ and 
possible tf 


anticipate such developments 


Doctor LARON | wish to thank Doct 
luers and Doctor McNaught tor their ver 
excellent discussion 

|] think Doctor Juers’ contribution of the 


myringostapediopex definitely gol 


very hie Iptul 


was wlad to have Doctor Me Nauelht 
one of the discussers because he has seen 1 

es and | have seen his, and we have talked 
this problem over many time 


| Warit to Say, ¢ sper tally © t hye 


that my axiom to out residents-in-training 


is, “You can always take out more, but seldom 


can put anything back. It 1s not a blot on one’ 


escutcheon to have to reoperate a case if the 


initial surgery, done with the aim to preserve 


hearing, proves inadequate. [This imadequas 


however, must be a planned one and must not 


he duc Inadequate knowledges madequate 
postoperative care Postoperative 
bit aS important a thie operation lt th ire 


not given, the result may be poor 
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SIMPLIFIED TANGENT SCREEN EXAMINATION 
USING A RECORDING SCOTOMETER 
Wittram U. M.D 
LNN ARBOR, MICHIGAN 


Ficurs |}. 


Tut measurement of visual fields is device, but only to transfer the position 
often a tedious task for the busy oph- of the marking pins to the recording 
thalmologist. This is especially true of — paper 
detailed tangent screen examination, The seotometer | am presenting was 
which may become very time consuming — designed to speed tangent screen exam 
ination and to plot the results at the same 


time without distraction to the patient. 
tate examination with the tangent screen essentially. it 


when as many as twenty or thirty points 
must be indicated and plotted. To faeih 


Is a pantograph which 
and to plot the results directly, Marks’ operates by tine cables instead of the 


dese rity 1921. the Lise of the panto ual (hig | j ratoyr holds 
: graph. This is an instrument used by the recording pencil, which ts on the end 
‘ drattsmen for accurately reducing or en of a levered carrier, over the recording 
larging drawings. [The method evidently paper. Lwoeables run from the pene to 


proved tow) cumbersome and distracting thy axle ~ ot Iwo erm loosed wheels above 


ot value ner used the thie ( ables run trom these whee Is 

through pull VS at eae hy Lippert corner of 
[rst Depart Univer thi screen to the test obpect Lhe diam 
ty Michigan M Ca chor Ann Arbor, Miel , 
Presented as a vw Instrument at the Fifty-Ninth eter of the axles is to the diameter of 
oF rica Ca Oph the wheels the width of the re ord 
iimology and OMolarynwolos sept. 19 1954, 
ew York, N. ¥ ny paper is to the width of the tangent 
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400) WILLIAM 
screen. Thus, as the operator moves the 
pencil over the recording paper, the ob- 
ject moves correspondingly and accu- 
rately over the tangent screen. To record 
the position of the object, the operator 
needs merely to depress the pencil to the 
recording paper. 

Since the reference points are plotted 
as the examination 1s conducted, there is 
no need for marking pins. The objects 
are held by a tiny clasp and are readily 
changed. The fine cables transporting 
the clasp are practically invisible at one 


McREYNOLDS 


so that the usual distraction to 
the patient of a large object holder and 
the examiner's 


meter 
hand and arm 1s elim 
inated. This scotometer offers not only a 
simple and means of 
but also automat 


and accurate charting of the results. 


rapid 
screen examination 


tangent 


REFERENCES 
l. Marks, EL. QO. \ recording scotometer, Am 
Ophth., 4:521-523 (July) 1921 
Adolph A simpliied tangent 
screen technique using a pantograph attach- 
ment, Am. J. Ophth., 31:728-729 
1948. 
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LIGHT CLIP-ON PLASTIC PRISMS 
For the Temporary Correction of Heterophoria and Heterotropia 


CONKAD BERI ns, M.D). 


NEW YORK, NEW YORK 


lv has been evident for several years 
that lighter clip-on prisms which can be 
changed trequently without too great 
experise to the patient are needed, espe 
cially for patients who have strabismus. 
Therefore the manufacturer® was asked 
lw these avatlable for pra 
tients who had strabismus 

Having used them with satistaction, 
itis hoped that others may also find them 


useful, 


Des ription 
The prisms, which are made of plastic, 


are 40 mim. m diameter. and each lens 1s 


marked with the number prism diopters 


and the axis. There are six pairs of 


Aided bey thie 


anal thie 


(ophthalmological Foundation, Ince., 
Department ot Hes arch. New York Asso 
lation for the Blind 
resented as i lnstrument if hie 
Annu Se mn of the \merican 


thalmolowy wid 


bifty. Ninth 
sept 2%, 3 


wiemy at 


two each of 1. 2. 3. 4. 


Stronger prisms are 


prisms, Sand 6 


available trom the 


manufacturer. 


The se ATC placed Wi a compact plush 
lined box with four clip-on frames and a 


small screw driver (fig. 1) 


Indications for the Use of the Prisms 
Both hetero 
phoria and heterotropia, up to and in 


horizontal and vertical 


cluding 126 or more, Hay be corrected 


Combined corrected by 


rotating the prisms away from the verti 


may be 


cal and horizontal meridians after con 


sulting a prism chart. 
lHlow Prisms 
The 


determimed by testing with the 


Are Prescribed 


desired prismatic correction is 
Maddox 
rod. by the sereen test with prisms at 6 


and 25 


cardinal dy) 
the 


eves 


the 


rections of gaze, and by 
trial 
are pertorming the work for which the 


correction is To) hye pore ribed 


Wearing 


prisms m a frame while the 
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are Satistactotr ily cen- 


Insertion of the Prism o that the pris 
The screws in the frame are loosened tered. 

and the prisiis are placed inn the clip 

frame, which ts then applied either to The prisms may be used many times, 

the outside or inside of the patient as they are indestructible and can be re- 


spectacles. The four prongs are adjusted — polished by the manufactures 
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STERIDROPPA 


RicHARD C. 


‘TROUTMAN, 


M.D. 


NEW YORK, NEW YORK 


‘| Vianhattan and lear Hospi 
tal has used ophthalmu solutions in 
dividual single-dose disposable contain 


ers for more than seven years 


At the Annual Meeting of the Amer 
1A \cademy of (Ophthalmology and 
Otolaryngology in 1952, we presented a 
new type of dispenser which would ex 
pel an individual dose of sterile ophthal 
W hile had 


many distinct advantages over any meth 


mic solution.’ this device 
od previously used, there were still some 


defects which needed further study. 


These dete cts 
mechani al nature 


were primarily of a 
We found that the 
original device in some instances allowed 


evaporation after a period of time in 


stock. and it was necessary to make 
changes in the rubber fitments which seal 
the solutions mside the vlass tube The 


device | am now presenting overcomes 
this drawback by a unique plug and valve 
mecorporated as a single unit and provid 


ing positive seal ayain yaporation 


As in previous units, the Steridroppa 
contains all solutions used in our hospi 
tal for preaope rative, operative and post 
operative medications, [he contents are 
clearly marked in a visible and chemical 


resented as a N ote 
Annual Session of the 


Jnetrument at the Fifty Ninth 

American Academy of Oph. 
thalmology and Otolaryngology, Sept. 19-24, 1954, 
New York, N. # 


ly insoluble ceramic ink, with a distine 


tive color for each drug lurthermore, 
the quality of the rubber used has been 
improved, and the inside surfaces are 


now coated with a silicone lining, which 
prevents contact of the solution with the 


rubber (fig. 1). 


> 


The solutions are especially buffered 


to preserve the potency of the active 
drugs, and they have been sterilized ac 
cording to the standard method suggest- 


ed by Theodore and 


REFERENCES 
1 Theodore. Frederick H., and 
Robert Practical suggestions for the 
preparation and maintenance of - sterile 
ophthalmic solutions, Am, J. Ophth,, 


35 656-659 (May) 1952 


Feinstein, 


2. : Preparation and maintenance of 
sterile ophthalmic solutions, J.A M.A., 
152:1631-1633 (Aug. 22) 1953. 


3. Troutman, Richard C “Steretainer’: a 
new device for dispensing sterile ophthal- 
mic solutions, Tr. Am. Acad. Ophth., 57 :620 
(luly-Aug.) 1953 


| 
ic 
= 
~ 
& 
7S. 
= 
= 
: 
rk 
a 
* 
ae 


SUPERIOR RECTUS TUNNEL IMPLANT FOR IMPROVING 
RESULT OF ENUCLEATION 


THE COSMETIC 


C. Troutman, M.D 


\\ 


| SHOULD like to present as a new in- 
strument, 
oft 
implant pre sented before this assembly 


an implant designed on the 
basis experience with the magnet 
five years ago. [he new implant has been 
used in too few cases as vet to permit a 
definitive report. The implant from the 
anterior aspect 1s roughly oval. In the 
upper portion there 1s a hole which ts 
drilled to act ommodate the superior rec 
tus muscle. The face of the implant he 
low this hole is round: it is covered with 


stainless steel meshwork. 


A which ex 
tends over the edu ot the implant for 
about 3.5 mm. in this area there is at 


yroove permit the of needles 
‘There is All additional PrOOVe ACTOSS the 


face of the implant to permit the pas 


Pr t , trument at the Fifty Ninth 
Annual S of ti \merican Academy of Oph 
thalmolog {) ngology, Sept. 19-24, 1954 
New Yor) 


YORK, 


403 


NEW YORK 


save of needles lenon’'s cap- 


sule. The side view shows the superior 
rectus tunnel to be roughly in the same 
curve as the inferior aspect of the im 
plant. The advantages of this modtfiea 


tion are | | ) the prev ntion of retraction 
of the upper lid, produemg sulcus as 
late complication of al 


bital tat: ¢ 2 ) 


a 
porption ot or 
the prevention of rotation 
should one Or more Muss les become de 
tached, since the implant 1s more firmly 
affixed in the socket, and (3) prevention 
of retraction and thinning of Tenon’s 


late \ de 


scription of the technique wall be pub 


capsule as a complheation. 
lished shortly so that those of you inter 
ested im try Ing it may do so. The implant 
will be supphed with or without magnet, 
is desired, as perfectly satisfactory mo 
be obtained without use of a 
magnet and many areas do not have fa 
cilities for properly placing these in the 


prosthesis. 
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AN ADENOID-BITING FORCEPS 


ForpyYcE Jounson, M.D. 


PASADENA, CALIFORNIA 


A CLOse examination of the adenoid 
during every tonsillectomy and adenoid- 
ectomy has impressed upon me the need 
for an instrument to remove remnants 
of adenoid tissue im this area more ade- 
quately. The presence of pieces of ade- 
noid tissue in the the 


nasopharynx, and even into the poste- 


higher area of 


rior choanae, following an adenoidec- 
tomy has been nearly a routine finding, 
confirmed by the constant use of a large 
laryngeal mirror to recheck the adenoid 
area during surgery. [he instruments 
available did not give me ease of access 
to this area. The adenoid-biting forceps* 
has been devised for this purpose ( fig. 
|). It presents a right-angled biting sur- 
face, allowing an additional half inch (1 
cm.) Or more of bite into the region of 
the choanae and fossae of Kosenmuller. 
l'se of this instrument has resulted in a 


cleanet 


adenoid bed at the termination 


of the adenoidecte my. 


The adenoid-biting forceps 1s also a 
useful instrument for removing adhe 
sions in the nasopharynx, those on the 
posterior wall, and those between the 
tip of the eustachian tube and the vault 
of the The preferable 
technique is to excise such adhesions 
rather than merely to section them. 


nasopharynx. 


The use of the adenoid-biting forceps 
does not mean exclusion of the use of 
the adenotome or adenoid curet. Cutting 
the tissue in this area should be kept at 


Presented as a New Jnstrument at the 
Annual Session of the 


Fifty-Ninth 
American Academy of Oph- 


thalmology and Otolaryngology, Sept. 19-24, 1954, 
New York, N. # 

*The instrument is available through George P. 
Pilling & Son Co., 3451 Walnut St., Philadelphia, 


a 


Ficure 


a minimum in order to minimize bleed 
inv. This new forceps is to be used to 
remove those loose ends of adenoid tis- 
sue left after the routine adenoidectomy. 


In performing tonsillectomy and ade 
noidectomy, | sit at the head of the pa 
tient and use the Davis mouth gag (with 
the supported Mayo stand ) 
and the head-low position, thus draining 
all the blood toward the nasopharynx. 
By using suction and a large laryngeal 
mirror, dipped in green soap and then 
wiped to prevent fogging, | have a clear 
view of the nasopharynx. The soft pal- 
ate 1s easily elevated by the shank of the 
adenoid biting forceps, so that tags of 
adenoid tissue may be readily picked up. 
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MODIFIED HANDPIECE FOR TEMPORAL BONE SURGERY 


BeveRLY W. ARMSTRONG, M.!) 
CHARLOTTE, NORTIT CAROLINA 


ma eee 


“en 


It, | \ Cconventionat handpurece mocdihed 


\ HANDPIECE used in surgical proce 


dures on. the temporal bone ha been 
modified by the addition of a thin metal 
sleeve that projects from the nose of the 
imstrument. Trauma to soft tissues that 


ults trom contact with the rapidly re 


tating shaft is eliminated by covering the 
shaft of the surgical bur with the sleeve 
The sleeve does not intertere with nor 
mal use of the handpiece and does not 


ecduee 


Conventional hand prec leave 


posed appronin ite ly 2, 
the shatt on th bur i fig | \) 
lle rotate shatt trequently 
sott tissue and cartilage tit 
trauma usually minor but wt does m 
crease the itive discomfort of 
the patient. In the tenestration opera 
tion, there is the added danver that the 
lap avulsed if contact is mac 
with the rotating shatt 


\dding a sleeve” 1, reduces 
the exposed shatt to approximately « 


ane eliminate completely 


the trauma to the ai danves 
the flap othe fenestration 


operation is also recluced to a minimum 


1 rlet bat t Hospita 
yur if } Nintl 
Yo 
| i} 


4 
3 
: 
rg 
¥ 
4 
— 
44 
4 ‘ & 
= 
= 
, 
= 
© 


A LARYNGEAL DILATING KNIFE 


Joun S. Knicut, M.D. 
KANSAS CITY, MISSOURI 


In the past, difficulty has been en- 
countered in separating or cutting intra- 
laryngeal adhesions or webs. Various 
types of long-handled knives have been 
used Complete control of the knife 
blade, especially in maintaming an exact 
direction, Was not 
easy for the author, A Jackson triangu 
lar laryngeal dilator with a small sharp 
blade meorporated in the superior 
(it apical bordes has solved our problem 
of incision and dilatation (fig. 1). The 
instrument is made by George PL Pil 


ling & Son Company. 


resented as a New Jnstrument at the bifty Ninth 
Annual Session of the American Academy of Oph 
thalmology and Otolaryngology, Sept. 19-24, 1954, 
New York, N. Y 


Figure 1 


CHANGE OF ADDRESS 
PLEASKE NOTLEY the office of the Secretary of the Academy of 
change of address. TRANSACTIONS mailing envelopes are addressed three 
weeks before mailing date. Your copy will reach you if we have your correct 
address, Please keep us up to date on your CEPY, ZONE AND ROOM 
NUMBER OF YOUR OFFICE BULLDING. TRANSACTIONS and 
RECTORIES are returned to the publisher each month because we have not 


been mformed ot changes of address 


The 1s compiled onee a Year, Mareh ( heck VOur 
and address now to see if it 1 correct. If not, please notity the editor at 
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Su Hlemoriam 


WALTER ROBERT PARKER, M.D., Sc.D. 
1865-1955 


Dr. Walter Robert Parker died April 1, 1955, at his home in Grosse Point, 
Michigan, after an illness of many years standing. Doctor Parker was born October 
10, 1865, in Marine City, Michigan, the son of Leonard Brooks Parker and Jane 
Sparrow Parker. He married Margaret S. Watson on December 28, 1907, and there 
were no children. Mrs. Parker dicd in 1936 

Doctor Parker's preliminary education was received in the Marine City Public 
Schools, He attended the Michigan Military Academy in 1883. 1n 1888 he received 
his Bachelor of Science degree from the University of Michigan, and his degree in 
medicine was conferred by the University of Pennsylvania in 189] 


| i 
ee 
i, 


Doctor Parker's postgraduate training was extensive for his time. He was in- 
tern at St Joseph's Hospital, Philadelphia, in 1891-92. He then interned in Chil- 
dren's Hospital, Philadelphia, the following year (1892-93). Ophthalmological train- 


ing was obtained by a year (1893- 94) at Wills Eye Hospital and postgraduate study 
in Vienna in 1896 


Doctor Parker then moved to Detroit, Michigan, where he opened an office, limit- 
ing his practice to diseases of the eye and ear. He became Clinical Professor of 
Ophthalmology in Detroit College of Medicine in 1899 and remained at this post 
until he was appointed Clinical Professor of Ophthalmology in the University of 
Michigan in 1905. He was appointed Professor of Ophthalmology, University of 
Michigan, in 1907 and held this post continuously until 1932, when he retired from 
the University as Emeritus Professor of Ophthalmology. During his association 
with the University of Michigan, he conducted a part-time practice in ophthalmol- 
ogy in Ann Arbor and Detroit. He was consultant in Ophthalmology at Harper and 
Woman's hospitals in Detroit and St. Joseph's Hospital in Ann Arbor. At the 
University Hospital, Ann Arbor, where he was Chairman of the Department of 
Ophthalmology, he established one of the first three-year progressive residency 
training programs in Ophthalmology, and this progressive training program has 
been a model for many others throughout the country to this day 

Outstanding among the many citations and honors bestowed upon Doctor Parker 
during his active years were an honorary Doctor of Science degree from the Uni- 
versity of Pennsylvania in 1926 and another from the University of Michigan in 
1935. He received the Knapp Medal from the Section on Ophthalmology of the 
American Medical Association in 1916 for his research on “The Relation of Ten- 
sion of the Eyeball to Papilledema.” He made numerous contributions to the oph- 
thalmic literature, and at one time was a member of the editorial staff of the Archives 
of O phthalmology 


Doctor Parker's military connections were high points of interest for him. He 
loved to recount his experiences as an Ensign in the U. S. Navy in 1898, during 
the Spanish-American War, when he served on the USS Yosemite. Between 1917 
and 1919 he was Colonel in the Medical Corps, in charge of the Division of Head 
Surgery in the Office of the Surgeon General, Washington, D. C., during World 
War | 

Doctor Parker became a member of the Academy in 1903, when its membership 
numbered less than two hundred. He was keenly interested in its growth, and for 
many years took an active part in its educational program. Doctor Parker was 
President of the Academy in 1922 

Membership in other professional societies included the American Medical As- 
sociation, of which he was Chairman of the Section on Ophthalmology in 1916; The 
American O phthalmological Society, of which he was President in 1928 ; and French 
and British ophthalmological societies. He was also a Member of the Council of the 
International lederation of Ophthalmological Societies, and a kellow of the Amer 
ican College of Surgeons. During his college years he was a member of the Delta 
Kappa Epsilon and the Nu Sigma Nu fraternities. He was an active participant im 
the Detroit City Club, the University Club of Detroit, the Detroit Country Club, 
Grosse Point Club, and the Yondoteqo Club 


For all those who knew Walte i Parker, his passing has meant a deep ¢ a0 


loss. He ex m plified the old school of professional men who maintained the bearing 
of a wt jr iT ntlem an at all times. Ile was a fine teacher, whose teachings were 
enriched hy re ‘eon interest in the Arts and hy those qualities which marked him 


than of hy intelle fual attamment 
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Iu Memoriam 


Richard Leslie Bower.................Carmel, California 


March 26, 1955 
Clyde Alvin Clapp..................Baltimore, Maryland 
April 9, 1955 
Harry David Iarl.................... Yucaipa, California 
February 15, 1955 
ert Ledward Ellis. indianapolis, Indiana 
June 3, 1955 
Sidney Saurin Eevans................Memphis, Tennessee 
March 30, 1955 
Kaufman Schlivek.................New York, New York 
March 31, 1955 
Harry Vernon Thomas.........Clarksburg, West Virginia 
April 21, 1955 
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TRANSACTIONS 


American Academy of and Otolaryngology 
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Published under the — ot the Editorial Board 
WILLIAM L. BENEDICT, Rochester, Minnesota, Editor 
W. HOWARD MORRISON, Omaha, Nebraska, Assoctate Kditor 
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All communications regarding the TRANSACTIONS should be addressed to William L. Benedict. M.D.. 
i” 
kxecutive secretary, Ame rican Academy ot Ophthalmology ana Orolaryngology, 


lOO First Avenue Building, Rochester, Minnesot: 


CLINICS IN MEXICO 


\oademy Instruction Courses early a waiting list vill de 
will be extended to imelude Clinies in elop no one can say. It seems to be on 
Mexico City at the conclusion of the its wav soon. Do not wait too long if you 
five-day meeting of the annual conven hope for membership in the Clinies in 
tion in October 9 to The 
eye, ear, nose and throat elinies im si Write NOW to Leon Vo Arnold, 33 
eral hospitals in the City of Mexico wall Washington quare West New York 
be open to members of the Academy and — 11, N. Y., for full information and 
ther friend (oT) Vlonday ana Lun sdlay Your depo 7 on to 
(ctober 17 and \ttendance 1s. free tow 
and optional one or more oft the 
and fed ral ho pa Us porta mid 
wilt be arranged. Advance registra two-day trip, Wednesday and 
tion tor the clin Visits will not he re aint day will hy one of th loveli st. 
quired Host mteresting and most aried expe 

\ survey oft bookings for the Clinics riences of your life. Here it is. On voun 
in Mexico shows that already the coun return trom thi trip, | believe you wall 
try is represented trom California to the " If we had done nothing else dur 
Atlantic seaboard, and from Canada to ing our time in Mexico, we've had our 
the Gulf of Mexico. Sixteen of thos money Ss worth.” 
booked members of the Ber laxco is a source of unending inter 
muda Continuation Cruise last vear est to historians, artists, photographers, 

bookings for the Dlue Ribbon Coach and writes In linger thy charm of 
and tor the Flagship are about equally the sixteenth and seventeenth centuries. 


divided. By the Coach flight there is a unchanged by time. The highway weeps 
real dollar saving without a sacrifice in along the sides of the cliff. It passes un 


comfort, speed or safety. Do not hes der an ancient viaduct, makes a sharp 
late to go Coa hit you wish to ccong turn and a breathtal Wy View of ‘Taxco 
muze Where it will hurt so little, if at all comes into view. A. cobblestone road 

Ground arrangements and hotels in leads up a steep incline into the center 
\lexico are the ame m all re pects for oot the picture Lhe traditional 
all members of the Clinie party whether plaza is flanked on one side by the fa 
they use Coach or Flagship mous Santa lVrisea Church, on another 
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by the ancient homes and offices of for 
mer governors, and on others by shops 
displaying regional handicrafts, silver, 
leather goods, shoes and sandals. 

The Santa Prisca Church dominates 
the town. It was built by a French miner, 
Jose de la Borda, as a lasting testimony 
of his gratitude to God for the wealth he 
obtained from the mime once located on 
the site. The Church is one of the finest 
examples of the Churriqueresque archi 
tecture in the world. 

l.verywhere throughout the town are 
winding, narrow streets, quaint nooks, 
sun-drenched 
and 


colonial 
The Mexicans 
have recognized the importance of pro 
tecting Taxco’s beauty and have de 
creed it a national monument and for 
bidden changes. Streets and lanes still 
are paved with cobblestones laid down 
by the town founders, and bridges are 
the same as built by the 
Spaniards who arrived. 


terraces, houses 


entrancing Spots. 


those first 

Taxco Is a paradise, Its beauty and 
charm, its quaint streets, 1t lovely homes 
perched high along the side of the moun 
tain, its patios and baleomes laden with 
flowers and overgrown with vines fill the 
city with enchanting views. 

Cuernavaca, sheltered by wooded 
mountains and ideally located on the sun 
bathed slopes of a lush semitropical val 
ley, was once a quiet Indian community, 
the favorite resort of the reigning Aztec 
nobility. The natives defended the place 
fiercely when it was attacked by the 
Spaniards in 1521, but they lost. The 
place fell as a prize to Hernando Cortez, 
This was one of thirty such grants 
awarded to him by the Spanish crown, 
and it became a part of his vast estate. 
enchanted by its location, he built a pa- 
latial home, and in 1529 he founded a 
ranciscan monastery, which later be- 
came the Cathedral and in which native 
craftsmen were permitted to incorporate 
many of their Aztec designs. 

In 1716 Jose de la Borda, the French 


TIONS. 


-~MAY - JUNE, 1955 


miner who amassed great wealth from 
his silver mines in Taxco, built a huge 
mansion in beautiful gardens, which we 
shall visit. Later this place was chosen 
for residence by the ill-fated lemperor 
Maximilian and the Ikmpress Carlota. 
Cuernavaca grew and prospered and 
became a state capital. Today, as in an 
Nar 
row streets, many still paved with cob- 
blestones, and lovely old homes with bal 


cient times, it 1s a popular resort 


conies blanketed with bougainvillea and 
other vines connect the present with the 
centuries-old past. Hlere are the homes 
of aristocratic, diplomatic, and political 
Mexico. 

Flanking one side of the main Plaza 
is the Palace of Cortez, which we shall 
visit to see the murals by Diego Rivera 
On one side of the veranda walls. Just 
off the Plaza are attractive shops 

While Taxco and Cuernavaca are the 
dazzling highlights of this tour we must 
not overlook the sparkling beauty of the 
smaller features. 
fall in 
bright cascades over mellow walls, 1s a 
lovely surrounded by 
chards and contains many handsome 
country homes. 


San Angel, where flowers 


town large or 


The Pedriqal 1s another aristocratic 
residential section. 

Desert of Lions is not a desert and 
there are no lons. It is a forest of an 
cient trees, making a beautiful wooded 
national park through which we 


drive. 


will 
This is a popular holiday and 
picnic spot. 

has 
The buildings, 
modern in both style and appointments, 
house all the departments of the Un 
versity of Mexico. 


City 
completed. 


University only recently 


been new 


Hacienda Hl1ermosa is a charming re- 
sort created within the huge walled area 
of Cortez’s Summer Palace. Later it 
was a monastery. You'll love it. You'll 
wonder how it could have been done. 
We lunch here. 
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Editorials 


SPECIAL NOTICE 
In past vears the Alumni Dinners and 
the Ivening of 
held on Monday « 


quet (iT) Wednesday 


ersion have been 
vening, and the Ban 


the Alumni Dinners are scheduled for 


Wednesday evening and the Banquet for 
Monday evening. In leu of the Evening 
of Diversion, following the Banquet on 
\cademy 


nish top protessional entertainment as 


Monday evening the will fur 


well as an excellent dance orchestra 


which 1s guaranteed to entice even the 
rast laneuid ones trom their seats to 
the dance floor 


solute ly will he rt) speech 


more, there ab 


More detailed information about the 
arranvements will 
ot the 


ippear in subsequent 


issue TRANSACTIONS. Tables may 
be reserved in advance when desired and 
will be held for late arrivals. Pre-dinnet 
retreshments will be 


table. What 


and concurrent 
avatlable at the 
you ask?’ 


can 


DINNER FOR PLASTIC 
SURGEONS 


mit Commitee on Vlasty and Kecon 
sub 


scription dinner for surgeons interested 


structive Surgery will sponsor a 


in ophthalmologic, otolaryngologic and 
maxtllotacial urgery at 6:30 p.m., 


Tuesday, Oetober 11. 1955. in the Grand 


Ballroom of the Valmet Llouse 


Following the dinner, a program of 
interest to ophthalmic surgeons wall be 


held iT} 14 In 


cluded in this program will be a motion 


Private Dining 


picture on [-xenteration, by Charles | 


lhiff, M.D..: a paper on Veritoneal 
(arafts for Conjunctival Replacement, by 
James Allen, M.D.; and a discussion of 
Basic Causes tor Failure in (crafting 


Skin and Mucous Membrane of the Lids 
and Socket, by Milton Singer, M.D) 


The program tor otolaryngologic and 


maxillofacial surgeons, which will be 
held in the Crystal Room following the 
Dinner, will include a paper by sear | 
Becker. M.D... on General Prine iples ot 
the Corrective Nasal Plastu 
4 paper on Principles of the Primary 


Repai oft thie lett Lip, by \\ ham ( 


ration 


Htuffman, a report on \ lech 
nique for Surgical Correction of Lop 
ears, by John Marquis Converse, M.D., 


Anthony Nigro, M.D. (by invitation), 
krederick A. Wilson, M.D. (by invita 
and Norman lohnson, M10: and 
Median lorehead 
lap for the Repair of Detects of the 
velids and N ose, by \ 
M.1). 


lt is urved that reservations for thi 


tion), 


a discussion of The 


Kazaniian 


dinner be made in advance by sending 
vour order with remittance to Dr. W. | 

Ixxecutive Secretary- Treas 
\cademy, 100) First 


Minnesota 


Benedict, 
\venue 
Price 


urer of the 
Muilding, Rochester, 
ot tr ket, $7.50. 


lf you have a new 
meeting of the 
of your Scientifie 
It will not be possible 
ing for such presentations 


Washington Street. ( hicago 2. Dr. 


NEW INSTRUMENTS 

instrument which you wish tt) report Al the annual 
\eademy in October. please notity the 
SectTIOn AS Soon as possible The deadline ls 
as formerly, to make arrangements during the meet 


The Secretary for Ophthalmology is Dr. Kenneth L. 
lawrence Kk 
Hospital, Minneapolis 14, is Secretary for Otolaryngology 


secretary in charge 
september 15 


Koper, 55 East 


Boies. 537 
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FINANCIAL REPORT 
Annual Audit for Calendar Year — 1954 


April 28, 


\cademy of 
and Otolaryngology 
Minnesota 


\merican 
Ophthalmology 
Kochest 
Gsentlemen 
examined the balance 
\cademy of Ophthal- 
an unincorporated 


As requested, we have 
sheet of the American 
molowy and Nolar 
association, Rochester, 
ended December 31, 19 


ments 


yngolovy, 
Minne gota, To! the year 
1 and the related state- 
of operations and net worth for the year 


then ended. Our examination was made in ac- 


cordance with generally accepted auditing 
standards and included such tests of the ac- 
counting records and such other auditing pro- 


the cir- 
submit herewith our report, 
includes the tollowing statements: 


cedures as we deemed necessary in 
cumstances, We 
which 


Jalance Sheet, December 31, 1954 


“B"Statement of Operations, Year ended 
December 31, 1954 

Analysis of Funds from Special Con- 
tributions 

“T)”-Analysis of Net Worth Account 

Analysis of Increase in Market Value 


of Securities 

Schedule 

1—-Securities owned, December 31, 1954 

FINANCIAL CONDITION 

A balance sheet as at December 31, 1954, ap- 
pears in Exhibit “A.” Subject to the comments 
contained in this report, we believe that this 
statement correctly reflects the financial con- 
dition of the American Academy of Ophthal- 
mology and Otolaryngology on December 31, 
1954. The following comments describe in 
more detail the nature of the various assets 
and liabilities and the extent of our verifica- 
trons 
Current Assets, $23,396.41 

Cash on deposit at the various banks, total- 
ine $4,810.83, was verified by communicating 
with the depositories, the funds in the Ca- 
nadian bank being stated in U. S dollars. Pet- 
ty cash fund of $25.00 was verified by actual 
count during the course of our examination. 

Membership dues receivable, in the amount 
of $1,514.00, consists of delinquent dues for 
1954 and prior years which were verified from 
the records only. Other receivables totaling 
$2,027.86, as taken from the records, consist 
of amounts due from members and others in 
the sum of $1,127.75 for films, slides, abstracts, 
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1955 


manuals and monographs; $855.31 represents 
ved 1954 by the custodian of 


Casii receivea 


the Educational Fund and remitted to the 
Academy in 1955: and $44.80 due from Rail- 
way Express for shipment of periodicals lost 


The inventory of abstracts, manuals 
Round Volumes, films and 
unt of $14,994.72, was taken 
records aS prepared by 
Academy without further 
verification except as to testing of prices, ex- 
tensions and 


in transit. 
and monograp! 

slides, in the arm 
from the inventor: 


mpl vees oO} the 


rootings 


Investments, $217,642.49 

In Schedule No. 1, we present a schedule of 
honds and stocks which had a market value of 
$717,642 Decembe T 31. 1954 U S. Sav- 
ines Series G Bonds are stated at maturity 
values rather than at current redemption prices, 


Securities in the Educational Fund which 
are held for safekeeping by the Trust De- 
partment of the First National Bank, Min- 


neapolis, Minnesota, were verified by com- 


municating with the custodian of these s 
curities. U. S. Savings Series G Bonds in the 
Wherrv Memorial Fund are held by Dr. W 
Benedict, Secretar, Treasurer of 
the Academy, and inspected by us. In 


terest earned on bonds since the dates on whic! 


were 


last payments became due has not been ac 
crued, An analysis ol thi 


ket value of these 


increase in the mat 
investments during the year 
is shown in Exhibit “I 
Fixed Assets, $26,630.30 

Furniture, fixtures and equipment amount- 
ing to $11,840.89 represents equipment acquired 
by the Academy over a period of years. lquip- 
ment acquired im years prior to September l, 
1942, which had been charged to operating ex- 
penses as purchased, was inventoried and ap- 
praised at a market value Oy} $1.420 4 ot 
lanuary 1, 1944, and set up on the books tor 
that amount 
ment have 


Subsequent purchases of equip 
heen verified through an examina 
tion of supporting vouchers, with the additions 
during the current year amounting to $1,387.42 
Depreciation has been deducted and charged 
to operations at a rat that appears to be ade- 
quate, 


Embrvology of the Eye motion picture film 
and slides, in the amount of $40,900.00, rep- 
resents the cost to complete a medical motion 
picture film and slides entitled “Embryology 
by Sturgis-Grant 


of the Eve,” Productions, 
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FINANCIAL 
Inc. Prints made f1 the master film are 
\ ble tor sale at approximate cost. The 


cost ot the original film and slides is being 


Arie rtized at a rate that appears to be 


ade- 
(jute 


Deferred Charges, $110,803.37 
(Unexpired insurance premiums as computed 


by us amounted to $507.81. 


Prepaid postage deposit of $204.80. verified 
by correspondence, represents the balance of 
advanced to the U. S. Post Office at 
Nebraska, to be used as postage on 
subsequent mailings of the TRANSACTIONS and 
supplements 


cash 


( 


Supphes in the amount of $90.75, as inven 


toried by employees without further verifica- 


tion COTISISTS 
Serio! 


lapel buttons which are 
awarded te Fellows 


Payments totaling $90,000.01 have been made 
Sturgis-Crrant Vroductions. Ine., lo pro- 
duce a motion picture in color with sound, en 
titled “The kmbryologyv of the 
Part | was completed in 1953 at a cost of 
$50,000.01, On De 


ment was nevotiated to ec 


lluman liar 


ember &, 1953. a new agree 


mplete arts and 


lil t the film on or before August 31. 1954, 
at an additional cost of $40,000.00. This project 
Was mpleted im the ubsequent vear with 

me additional costs which are not included 
in the above amounts or shown as a liability 
on the balance sheet 

Payments totaling $20,000.00 have been made 
to the National Academ or Science icting 
as fiscal avent for the American Registries ot 
Pathology, for the printing ot 3.000 copies oft 
the fort ming publication entitled “Atlas of 
(tolarvngic Patholos lhe total cost of the 


project will be approximately $40,740.00. The 


\cademy will be. re bursed. in 


part or in 


full, when tunds become available from sales 
of the “Atlas of Otolarynei Vatholo bor 
which the \Ymerican keg tries of Patl 
will be the distributor. 
Current Liabilities. $52.469 64 

\ note payable in the amount of $40,000.00 
due March 22. 19 to the First National 


Rank } Minne ta, was Ve rified 
Corre ricle rice 


paid December 1954 
IKANSACTION 


| $4,862.79 represents un 

printing costs ot the 
and other current expenses Ac 
crued social security and withholding taxes due 
as of $1, 1954, amounted to $652.40 

repayment for Bound Volumes, etc., total- 
ing $2,749.45, consists of payments made for 
Bound Volumes, etc., to be delivered in 1955 

Deferred income, membership dues, totaling 
$205.00, represents dues paid in advance by 
Academy members 


cemln T 


REPOR1 115 


l'ndishursed funds from 
$5,407 72 


Special ontribu 


Undisbursed funds from contributions re- 


ceived and designated tor “Specific Projects” 
Exhibit 
1954 transactions as 


shows 


bal- 


which 
well as prior year 


ATC analy d itl 


anccs., 


Vet Worth, $320,595.21 

(An analysis of the net worth of the 
kxhibit “D.” The net worth in- 
creased trom $290,065.00 on Decembe 31, 
1953, to $320,595.21 on December 31, 1954, as 
a result of an increase in market 
securities totaling $15,189.24, and a net gain 
for the year in the amount of $15,340.97 


ademy 
is shown in 


values of 


OPERATIONS 

\ statement of operations tor the year end- 
ed December 31, 1954, is presented in Exhibit 
“BB.” A summary and a comparison with the 
results for the year 1953 is as follows 

Year 1954 Year 1953 Increase 

Reve 
$750.533 62 
(Operating 
kxpenses 235,974.40 


nues $200,018 18 $50.515 44 


196,331.32 39.643 08 
(Operating 


Revenues from all sources totaled $250,533.62 
for the yveat ended December Sl, 1954 


Cott) 


pared to $200,018.18 tor the year ended De 
cembet 31, Ws an increase $50. 
/perating expenses totaled $23 40 


tor the vear ended December 31. 19 


ared to $196,331.32 for the prior vear 
| | 


CENERAI 
Upon examination of the insurance poli i¢s 
in torce, we tound fire and extended coverage 
fixtures and 
$7,500.00 
tock, publications, ete., in custody of 
thre printer at (maha, Nebraska, are insured 
tor SIZ.00000 with co-insurance. Com 
prehen ive 


on turniture, equipment in the 


amount of with SOO, co-insurance. 


Pape 


lability insurance is in 
in the amount of 
each person and $2 (WO00 tor 
accident, and this coverage ncreased 
to special limits of $50,000.00 each person and 
$100,000.00 each accident at the « 
convention at the Palmer 
[liners 

Property damawe hability 1S covered in) the 
amount of $5 00000) for 
$25,000.00 agwrevate 
wreyvate 


yeneral 
lorce, covering bodily injury 
$25,000 00) for 


ming annual 


House, Chicago, 


with 
operations, 000 OO 
$25,000 00 agwrepate 


each ac dent 


protective and 
contractural 
Workmen's compensation 


is heimy carried at the 


which 
Statutory amounts. 
Academy employees, 


insurance, 


cludes coverage for all 


hd 
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416 TRANSACTIONS 


including additional heip hired at the annual 
conventions. 


The Executive Secretary-Treasurer of the 
Academy is bonded for $25,000.00, while the 
principal office employees are each bonded for 
only $1,000.00, with the exception of the manu- 
script editor who is bonded for $2,500.00. In 
view of large amounts of cash handled at con- 
ventions by office employees, their fidelity po- 
sition bond coverage, in our opinion, is inade- 
quate. 


The loss of money, securities and other 
property is covered up to $2,400.00 within the 
premises and $2,100.00 outside the premises, 
against safe burglary and messenger robbery. 
At the annual convention the coverage for loss 
within the premises on money, securities and 
other property is increased to $40,000.00, with 
a limit of $20,000.00 on money. 


We acknowledge the very courteous assist- 


MAY - JUNE, 1955 


ance extended to us by Dr. W. L. Benedict, 
Executive Secretary-Treasurer of the Acad- 
emy, and his staff during the progress of this 
examination. 


OPINION 


In our opinion, subject to the comments in 
the preceding paragraphs, the accompanying 
balance sheet and related statements of opera- 
tions and net worth present fairly the financial 
position of the American Academy of Oph- 
thalmology and Otolaryngology at December 
31, 1954, and the results of its operations for 
the year then ended, in conformity with gen- 
erally accepted accounting principles applied 
on a basis consistent with that of the pre- 
ceding year. 

Respectfully submitted, 


BYERS, WOBSCHALL & MILLER 
Certified Public Accountants 
By Edw. A. Wobschall, C.P.A. 
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FINANCIAL REPORT 
EXHIBIT “A” 


\MERICAN ACADEMY OF COPHTHALMOLOGY AND \/TOLARYNGOLOGY 


Balance Sheet as at December 31, 1954 
ASSETS 
Current Assets 
Cash, First National Bank, Rochester, Minnesota .. 1501.99 
First National Bank, Minneapolis, Minnesota 37.01 
Cash Ban! k of Montreal, Toronto, Canada 2771.83 
etty cash tund 25.00 
Membership dues rece rivable, de linquent 1,514.00 
Accounts receivable, others 2,027.86 
Checks SOP 24.00 
Inventory: abstracts, manuals, monographs, films, etc. 14,994 72 
Investments: (Schedule No. 1) 
Bonds and stocks 
Fixed Assets 
Furniture and fixtures .$11,840.89 
ess reserve tor depreciation 6,080.59 5,700. 30 
Embryology of the Eye: Film & Slides 40,900.00 
Less reserve for depreciation 20,030.00 20,870.00 


Deterred Charges 
Prepaid insurance 


507 81 
204.80 
Embryology of the Human Ear: Motion Picture Film . 90,000.01 
Atlas of Otolaryngic Pathology ...................+.- 20,000 00 

LIABILITIES AND Net WortH 

Current Liabilities 
Notes payable $ 40,000.00 
Prepayment for Bound Volumes, etc. ..............65. 2,749.45 
Deferred income, membership dues ...............+.-. 205.00 


Total current liabilities 


Undishursed Funds from Special Contributions: (Exhibit “C") 
Net Worth (Exhibit “D") ...... 


Total Liabilities and Net Worth ®:. 


* Subject to report comments 


$ 23,396 41 


217,642 49 


26,630.30 


110,803.37 
$378,472.57 


$ 52,469.64 


5,407.72 
320,595 21 


$378,472.57 
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41k TRANSACTIONS MAY - JUNE, 1955 
EXHIBIT “B” 
AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Statement of Operations 
Year Ended December 31, 1954 
Revenues : 


Membership applications ..... 
Abstracts, manuals and monographs 
Conservation of hearing 
Testing and calibration of tonometers 
Royaltie 

(Convention 


Hore 


wee 


Atlas and Textbook of ——— P athology 
Study Courses 
TRANSACTIONS 


Income from securities: 
Interest. Educational Fund 
Dividends, Educational Fund 
Operating lxpenses 
CONVENTION EXPENSES 
.ducational Fund 
Depreciation, film and slides 4,195.00 
Total Operating Expenses ........... 
Operating [mCOME 
Other Income 
Gain on Bale Of equipment ..... cc 


$ 3,997.50 
2,419.06 


79,645.63 
68,237.03 

8 695.80 
74,950.75 


4,445.19 


$ 64,780.00 
4,698.00 
8,777.76 
1,395.50 

250.00 
2,925.00 
1,428.00 
1,795.80 

85,446.00 
7,310.00 
64,034.75 


6,416.56 
1,276.25 


250,533.62 


235,974.40 
14,559.22 


7®1.75 


$ 15,340.97 


| 
Bee. 
at 
| 
2. 
| 
60.00 
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115.00 
$ 5,407.72 
$ 447981 
67,697 03 
72,176.84 
72,176.84 


None 


FINANCIAL REPORI 
EKXNHIBIT “C” 
\MERICAN ACADEMY OF OPHTHALMOLOGY AND C)TOLARYNGOLOGY 
Analysis of Funds from Special C ontributions 
WHERRY MEMORIAL FUND 
Recetpts 
* Interest on LU. S. Savings Bonds, year 1954 
Balance, December 31. 1954 .. 
‘ SUB-COMMITTEE ON NOISE IN INDUSTRY FUND 
Receipts 
( ontributions received trom outside sources ......... 
LLess: Transfers to Sub-Committee on Noise in 
Industry (Los Angeles, California) * ..... 
palance, December 3), 19546 
lhis amount received by the SubCommittes on N ose in 


Industry as shown in audit report submitted to the Academy 


EXHIBIT 


ldditi PLS 
Increase in market value of securities 
during 1954 (Exhibit . ry 
Net gain, vear ended December 31, 1954 (Exhibit “B") 


Net rth, Lpecembes 3] } 


EXHIBIT “1 


Inalysts of Increase m Market lalue of 
f 
December 4] 19 1% 20) 
December 31, 1954 189.707 21 
lDifference B26 


\MFERICAN ADEMY OF CJPHTHALMOLOGY AND NGOLOGY 


Anal) of Net Worth Account bor Year lnded December 31, 1954 


$200) 065 00 


$ 15,189.24 
15.340.97 30.530 21 


$470,595 2] 


Varket 
Lali Decrease 
ty 4 | 1.04 
TA 042 49 24. 345 
$15,189 24 


$ 5,292.72 a 
<> 
Fane 
” 
4 
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SCHEDULE No. | 
American Academy of Ophthalmology and Otolaryngology 
Securities Owned, December 31, 1954 
EDUCATIONAL FUND 


RATE MATURITY PAR COST MARKET 
BONDS VALUE VALUE * 
Citizens Building Co. of Cleveland, 
Ist Leasehold Sinking Fund ..... 6 1/ 1/46 $ 5,000.00 $ 5,000.00 (1) None 
Van Swerigen Co. Certificates of 
Indebtedness, Series 1925 ........ 6 12/31/48 6,000.00 3,477.03 $ 1,200.00 
Dominion of Canada, 8th Victory 
3 10/ 1/63 7,500.00 7,612.50 (2) 7,846.88 
Dominion of Canada, 9th Victory 
9/ 1/66 2,000.00 1,880.00 (2) 2,072.59 
U.S.A. Savings, Series F ......... 12/ 1/55 13,500.00 9 990 00 12,987.00 
U.S.A. Savings, Series G ......... 3/ 1/56 6,000.00 6,000.00 6.000.00 
U.S.A. Savings, Series G ........ ; 2, 5/ 1/56 2,000.00 2,000.00 2,000.00 
U.S.A. Savings, Series G ....... se 2% 11/7 1/56 25,000.00 25,000.00 25,000.00 
U.S.A. Savings, Series G ........ , 24, 7/1/58 30,000.00 30,000.00 30,000.00 
U.S.A. Savings, Series G ...... ses 2%, 12/7 1/58 = 25,000.00 25,000.00 25,000.00 
U.S.A. Savings, Series G ........-. 24%, 3/7 1/59 15,000.00 15,000.00 15,000.00 
U.S.A. Savings, Series G ........ , 24, 7/1/60 30,000.00 30,000.00 30,000.00 
$160,959.53 $157,106.38 
KIND PAR SHARES 
STOCKS VALUE 
Citizens Building Co. of Cleveland .Shares No Par 50 None None 
Commonwealth Edison Co. ..... .».Common $25.00 100 $ 2,619.00 $ 4,587.50 
E. I. DuPont De Nemours & Co. ...Common 5.00 60 2 347.31 10,050.00 
Louisville Gas & Electric Co. ...... 5% Preferred 25.00 200 5,450.00 6,100.00 
Massachusetts Investors Trust ..... Trust Cert. 100 1,251 18,254.37 35,015.49 
Ophthalmic Publishing Co. ........ Capital 20.00 5 None 100.00 
Northern Illinois Gas Co. ......... (Common 5.00 4 77.00 83.12 
$ 28,747.68 55,936.11 
ToraL Epucationat Funp (3) $189,707.21 $213,042.49 
WHERRY MEMORIAL FUND RATE MATURITY PAR 
VALUE 
U.S.A. Savings, Series G (4) 21,% 1955 $4,600.00 $ 460000 $ 4,600.00 
TOTAL INVESTMENTS ... $194,307.21 $217,642.49 


Except for U.S.A. Savings, Series G Bonds, which are included at maturity values 


(1) No market available 

(2) U.S. dollars 

(3) Held for safekeeping by Trust Department, First National Bank, Minneapolis, Minnesota 
(4) Held by Dr. W. L. Benedict, Executive Secretary-Treasurer, Rochester, Minnesota 
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Secretary 
Daniel Snydacker 


MONTH 


September 
October 
November 
December 


January 


February 
March 


April 


May 


Tune 


September 
October 
November 
December 
January 
February 
March 
April 


May 


Tune 


HOME STUDY COURSES 


Ophthalmology 


SUBJECT 


MBRYOLOGY, ANATOMY 
AND NEURO-ANATOMY 


HYSIOLOGY 
()pTicS AND PRINCIPLES 
OF BIOMICROSCOPY 


Kk EFRACTION 


XTERNAL DISEASES, 
LACTERIOLOGY AND VIROLOGY 


PERIMETRY AND 
N EURO-OPHTHALMOLOGY 


E-XTRAOCULAR MUSCLES 


(O)PHTHALMOSCOPY AND 
Mepicat OrpHTHALMOLOGY 


PATHOLOGY 


PHARMACOLOGY AND 
‘THERAPEUTICS 


Otolaryngology 


ANATOMY |! 
Anatomy II 


HiIsToOLoGy 
PATHOLOGY 
PHYSIOLOGY 
SACTERIOLOGY 
PHARMACOLOGY 
HEARING FUNCTION 


AND TESTING 


VESTIBULAR FUNCTION 
AND TESTING 


TOLOGICAL ACOUSTICS 


Associate Secretary: 
Ben H. Senturia 


FACULTY 
Raymond k. Meek 
lohn W. Henderson 


Iry nw Leopold 
Kolson D. Harley 


Arthur Linksz 
F. Tait 


Krank W. Newell 
Manuel L. Stillerman 


lames H. Allen 
S Rodman Irvine 
Samuel N. Key, Ir 


P|. Leinfelder 
Cecil W. Lepard 


Hlunter H. Romaine 
Hermann M. Burian 


P. Macnie 
Wm. Banks Anderson 
Frank C. Winter 


Michael J]. Hogan 
S. McGavie 


Kenneth C. Swan 
Alfred |. Kreft 


Maurice Snitman 
iPeter N. Pastore 


Leland G Hunmnicutt 
Frederic |. Pollock 


George F. Reed 


Wilham C. Thornell 
Harold F. Schuknecht 


Henry L. Williams 
lames W. McLaurin 


Clifford F. Lake 
O'Neil Proud 


Arthur L. Juers 
Victor Goodhill 


Wilham J M« Nally 
lohn R. Lindsay 


Scott N. Reger 
Clair M. Kos 


Application forms for 1955-1956 may be secured from the Executive Secretary-Treasurer 
William L. Benedict, 100 First Avenue Building, Rochester, Minnesota. 


of the Academy, Dr 


Registrations must be completed before August 15 
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The fee is $20.00. 
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HISTORY OF THE INTERNATIONAL ASSOCIATION 
OF EYE, EAR, NOSE AND THROAT SOCIETY SECRETARIES 


Own October 11, 1939, during the an- 
nual session of the American Academy 
of Ophthalmology and Otolaryngology, 
thirty-two secretaries of various widely 
scattered eye, ear, nose and throat socti- 
eties met at a luncheon at the Palmer 
House, Chicago, discussed the advan- 
tages and opportunities of such meet- 
ings, and perfected a permanent organ- 
ization of eye, ear, nose and throat soci- 
ety secretaries. Officers and a Council 
for the ensuing year were selected, and a 
petition asking the support and spon- 
sorship of the American Academy of 
Ophthalmology and Otolaryngology was 
drawn up for presentation to the Coun- 
cil of the Academy. 

Thus was born the American Associa- 
tion of Iye, ear, Nose and Throat Soci 
ety Secretaries. This organization was 
the brain child of Dr. William P. Wher 
ry, then Executive Secretary of the 
American Academy of Ophthalmology 
and Otolaryngology. Doctor Wherry had 
long foreseen the potential strength of 
an organized group of society secre 
taries, nurtured under the wing of the 
Academy, with a program of activities 
both to its component societies and to its 


streamlined render needed service 
Academy godfather, Doctor Wherry fos- 
tered and promoted the idea in the pages 
of the Academy Pulletin and was 1n- 
strumental in bringing the charter mem- 
bers together for the organizational 
meeting. 

During the following year, an an- 
nouncement regarding the organization 
and purposes of the new society of sec- 
retaries was sent to 81 other secretaries 
of eye, ear, nose and throat societies 
local, state and national. The response 
was very gratifying. About one half of 
the number answered the letter, heartily 
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approving of the idea. Many asked for 
immediate aid in solving certain prob- 
lems confronting them and their socie- 
ties. Most of the queries received were 
much alike; they dealt with such prob- 
lems as types of programs, procedure at 
meetings, Organizational problems, and 
how to provide attractive meetings in 
order to secure good attendance. These 
problems seemed to be universal and 
common to all secretaries, indicating the 
need for such an organization and for a 
common clearing house of information 
and help for its members. The questions 
were sent to the officers and directors of 
the new society, and the answers were 
published in the Bulletin of the Ameri- 
can Academy of Ophthalmology and 
Otolaryngology, August 1940. Personal 
letters the de 
sired were sent to those secretaries who 
were not members of the Academy and 
who therefore did 
the Bulletin 

The second meeting of the Associa- 
tion was held on October 9, 1940, during 
the session of the Academy at Cleve- 
land. Luncheon was again provided 
through the courtesy of the Academy. 
Inspiring talks upon the aims of the so 
ciety and its potentialities for fine 
achievement were made by Dr. Frank R. 
Spencer, Boulder, Colorado, President 
lclect of the Academy, by Dr, John 
Myers, Kansas City, Missouri, and Dr. 
William L.. Benedict, Rochester, Minne- 
sota, Secretaries, respectively, for ©)to- 
laryngology and Ophthalmology in the 
Academy, by Dr. Walter H. Theobald, 
Chicago, President of the Association, 
and by others. Further progress was 
made in establishing a more solid busi- 
ness foundation for the Association, and 
an active discussion was held regarding 


contaming information 


not have access to 
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\MERICAN LATION, 


\ 


Vial nef i! of dealing with certam 
(7) Or wterest com 
on te rye ye 

\sit hip became more close 
ly knit. the m oOciety of secretaries 
comlintied to and flour: h. both 
ize and in the ot it various 
projyect \onual mecting Were held 
during the conventions of the American 
\cademy al VaA\ ata dinnet of banquet 


proportions turnished through the cour 


tesy of the Academy. Inspiring pro 
Were VIVE by prominent speak 
CTs, ana valuable hints and Slit’ 
stions ined from these talks and 


from the general discussion which fol 
lowed were taken home by the attending 
to be applied toward im 
ther and 


functioning of 


prover nt OWT) etty ler \ 
the 


Certain projects and activities designed 


thei societies 
to render mutual aid in the interim be 
tween the annual mectings were adopted 
ettect Printed 


were inter hange d ATNOTLY the see retaries 


and put into programs 
of each geographical district and be 
tween neighboring districts, information 
was relayed back and forth regarding 
especially good programs, and a clearing 
at the 


headquarters for the reception and dis 


house was maintained central 


semination of information helpful in 


solving the many problems faced by a 
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secretary. Numerous inquiries were re 
ceived regarding such matters as pro 
planning speakers Versus 
home talent how to handle the bust 
1) ittairs of a society, how to organ 
vA Ore ly suvvestions for a 
vorkable constitution by laws, and 
hey te) better attendance at 
ee 1} the re plies 
to these question ere helptul and time 
and wer ore ippreciated 

\s the Association continued to de 
elop ¢ xpand or actiy 
itv, i was tound that a code of regula 
tions was needed tor guidance m the ad 
ministration of \ committee 
composed ot | Sanders of 
\\ Keith Kansas 
City and Dr. Kenneth LL. Craft of In 
dianapolis met in St. Louis in January 


1044 and drafted a tentative Constitution 
te) all 


for 


and By-laws were sent 


thie 


( 
TS, SOMM ¢ hange 


rent were made. and thi lent wa 


ratified and idopted at the 
ny Recent broadening ot thy \ 
trons activity has acl isable to 


change the original Constitution and By 
law revi 


im certain re pects 


aa 
facthtated the 
thie 


A factor which greatly 
work of the As 
toa more tavorable time for holding the 
the first few 
been held at a 


ociation wa change 


annual meeting. For 
the had 


luncheon sandwiched 


Tie 
the 
St’ of thy 


meetings 
between 
and afternoon 

This left litth 
for the formal program, o1 
thie 


requesting a 


morning 
At acl 


ness matters 


hoor 


for general discussion by attending 
\ Hood of le tlers 


change in meeting time descended upon 


members 


the office of the Executive Seer tary 
Treasurer ot the \cademy. William 
Benedict. and 1944 the annual 


meeting has been held in the evening at 


tice 


a dinner furnished through the gener 
osity of the Academy. Another courtesy 
granted by the Academy which has been 
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TIONS 


of great help was permission to use the 
Academy TRANSACTIONS for the publica 
tion of the minutes of the meetings and 


the dissemmation of information 


and 
news of interest to society secretaries. 


In 1944 a training course for secre 
taries was organized following the re 
ceipt of many requests for instruction 
which would help secretaries to render 
better service to their societies. The first 
course was presented at a luncheon and 
was attended by twenty five secretaries. 
The 
the demands for repetition so numerous 
that the course was presented the follow- 
ing year at the regular meeting. At the 
1954 meeting several of those present 


response was so enthusiastic and 


suggested that the course be repeated in 
the near future. This can be done if 
enough members are interested. 


The organization of the Pan-Ameri 
can Congresses of Ophthalmology and 
of Otolaryngology stimulated plans for 
extension of activities to 
Central and South America. Dr. Moacyr 
IX, Alvaro of Sao Paulo, Brazil, Chair 
man of the Department of Ophthalmol 
ogy at the University of Sao Paulo, 
jomed the Association in 1944 and _ be- 
came one of its most enthusiastic mem 
bers, District 9, which includes the Lat 
in-American societies, was added, with 
Doctor Director, a position 
which he still holds. At the cost of much 
personal 


Association 


Alvaro as 


and tremendous 
amount of promotional work, the socie 
ties in his district were made aware of 
the American 


sacrifice 


Association of Kye, 
Nose and Throat Society Secretaries and 
of its functionings and policies. To 
date, as a result of Doctor Alvaro’s fine 
missionary work, fifteen Latin-Ameri 
can societies now 


district. 


are included in his 

In 1946 twenty-one T specialists 
from South American countries came 
to Chicago to attend the first Pan-Amer- 
ican Congress of Otolaryngology. These 
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men were guests at the meeting of the 
As they were introduced, 
them talks 


ways and means of improving Pan- 


Association 


many of gave short upon 


American relations, advocating closer 
collaboration between the EEN T socie- 
ties of Latin-America, Canada and the 
United States and stressing the advan 
tages and opportunities afforded by 
such an organization as the Association 
of Secretaries. It was agreed that in ad- 
dition to the professional advantages to 
be gained through the meetings and 1n- 
terchange of ideas, the workings of such 
a group should provide an unusually 
fine opportunity for development of the 
Neighbor by tween nations 
As Director-General of the entire Cen 
tral American and South American dis 
trict, Doctor Alvaro continues the or 
ganizational program among the various 


societies in these countries. 


\ word of appreciation for the gen 
erous and constructive assistance given 
this society by the American Academy 
should be noted. Conceived in the mind 
of the late Dr. William P. Wherry, the 
Secretaries’ Association -has_ received 
continuous and unstinting support trom 
Dr. William L. Benedict, who in 1942 
succeeded Doctor Wherry as [-xecutive 
Secretary- Treasurer, from Dr. Dean M. 
Lierle, Secretary for Instruction in Oto- 
laryngology and Maxillofacial Surgery, 
from Dr. A. D. Ruedemann, Secretary 
for Instruction in Ophthalmology, and 
from the Council and other officers of 
the Academy. Without their help and ad- 
vice this organization could not have de 
veloped to its present stature. In return, 
the Secretaries’ Association has tried to 
express its appreciation by cooperating 
heartily with the Academy in the promo 
tion of various projects and in every 
way possible. 


Perhaps the most ambitious program 
of this type undertaken by the Associa- 
tion was the critical survey, made an- 
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AN ASSOCIATION, 


nually over a period of several years, of 
the 
(ourses. 


various 
This investigation covered 
practically every course and each in 


Academy Instructional 


structor upon the program. A volumin 
ous amount of 
Structive criticism 


and 
collected 
\cademy officials 
there has been a 


information con 
and 

\s 
marked im 
provement in the quality and the scope 
of the instructional program. This was a 
but 
ciety was more than happy to do it 


Was 
| over to the 


a result 


tremendous 


undertaking, the so 


accomph hient ot these Various 
\ssoe lel 


stre ngth and Capa 


projects the Secretaries’ 


confidence in if 


and 


in awareness of its poten 
tialities. It began to develop “growing 
pains. the meeting im 1951. Pres} 
dent elect Vioaevi Alvaro. who had 


successtully promoted the aims and pol 


cies Ot the Association in Central and 
South America, proposed extension of 
these activities among and 
\siatic countris lhe idea was received 


with enthusiasm, and a committee head 
ed by Doctor \lvaro was appointed 
in 
these countries regarding the formation 
oa 


contact the various 


Socreties 


world-wide whose 


members could work and plan tovether 


ganization 


for mutual benefit in solving problems 
common to all, 

\t the 1952 meeting, Doctor Alvaro, 
then President, reported that as a result 
of the committee’s efforts. many societies 


AS 


all over the world had written to him 
expressing their desire to take an active 
part in an international group of eye, 
ear, nose and throat sco« lety secretaries 
The general feeling was that “a great 
amount of international good will would 
be engendered through the workings of 
such an organization and that many ben 
efits would accrue to each local so ety 
by learning what similar groups were 
doing to better 


promote educational 


meetings for eye, ear, nose and throat 
societies.” At that time the name of the 
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\ssociation was changed from the 
ot 


Secretaries to 


Association ve lar. 


Nose and Throat SOK lel 


\merican 


the International Association of liye, 
lear. Nose and Throat Son Secre- 
taries, 


further reports upon the development 
of the “Alvaro plan” for extension were 
rade at the annual meeting m 1953 by 
Monahan and Dox 
\lonahan told of 
Which Wiis made by 


with 


l’resident lames | 
tor Alvaro 


the propre 
thi 


resident 
mition in its contact Vari 
otolarvngol 
\sia and Af 


VatTlous 


(ills ophthalmological and 
ogical societies in | Urope, 
lle 


which members of the International As 


rica mentioned ways 


sociation could help h othe # both 


meetings and by correspondence, and 


announced his plans for publication dur 


ing the coming year of a definite pro 
yram Of Association activities for the 


furtherance of the international project 
Doctor Alvaro reported that in his pro 


motional work he had been in commun} 


cation with secretaries of ELNT soci 
eties all ove r the world and that many of 
them were very enthusiastic about the 


plan and requested that the work be 
continued, 


\s a means of facilitating the pro 
gram of expansion the following resolu 


tions were adopted at this meeting : 


AS, there exists i need tor in 
CTeasing rapprochement amony (Iphthalmolo 
ts throughout the W rid ind 
WHEREAS, there exists a need tor in- 
reasing rappi ement among Otorhinolaryn 
ts 1 ut the World nad 


WHEREAS, the Internationa! \ssociation 

se and ‘| nroat Soc iety Secre- 
tari finds itself ina position to pro 
de an exchanges ot ideas and opportunities; 


NOW THEREFORE BE IT RESOLVED 
that the International \ssociation of ve. Far, 


Nose and Throat Society Secretaries empower 
ts xecutive Council to establish a Bulletin at 
ich a time and in such a form as may be prac- 


tical and as it deems advisable ; and 
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BE IT FURTHER RESOLVED that the 
kxecutive Council of the International Asso- 
ciation of Eye, Kar, Nose and Throat Society 
Secretaries present this resolution to the Coun 
cil of the American Academy of Ophthal- 
mology and Otolaryngology during this an- 
nual session for approval and advice in its 
implementation ; and 

BE IT FURTHER RESOLVED that the 
Council of the International Assoc: 
ation of Kye. Kar, Nose and Throat Society 
Secretaries be requested to report its activities 
in relation to this resolution at the next an 
nual meeting of this Association to be held 
at the Waldorf-Astoria in New York. 


The program of international expan 
sion of the Secretaries’ Association 1s 
rapidly developing The movement has 
spre ad into many lands across the seas 
Leading specialists in ophthalmology 
and otolaryngology in these countries 
have been contacted and have expressed 
great enthusiasm for the project and a 
desire to help promote the program in 
their own communities. In a number of 
countries, Ske leton organizations of new 
|. |. NT societies have already been pet 
fected, The international aspect of this 
movement 1s emphasized by representa- 
tion upon the Directorate of the Asso 
ciation from the following countries: 
Argentina, Brazil, Canada, Ingland, 
ligypt, brance, Holland, India, Lebanon, 
New Zealand, Norway, lVortugal, Puer 
to Rico, To expedite the program fur 
ther, the news bulletin provided for in 
the above resolution has been established 
and is now being circulated both locally 
and abroad, Dr. Paul C. Craig of Read 
ing, Pennsylvania, an outstanding leader 
and Vast-President of the Association, 1s 
the 


Many of our foreign colleagues have 
sent cordial invitations for all EENT 
doctors to attend their meetings and to 
visit them personally whenever possible, 
It is hoped that while traveling abroad, 
many will take advantage of this oppor- 
tunity to promote cordial and harmoni- 
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ous international relations and to further 
this project of a world-wide organiza- 
tion of societies and individuals whose 
interests and problems are mutual. (In- 
formation regarding meetings abroad 
may be secured from Dr. Daniel S. De- 
Stio, Association Secretary, L006 Haigh 


land Building, Pittsburgh, Pa.) 


Here in the United States, it was the 
pleasure and the privilege of the Asso 
clation to meet and entertain many visi 
tors from overseas who came to attend 
XVII International 
Congress of Ophthalmology held in con 
junction with the meeting of the Amer- 
wan Academy of Ophthalmology and 


York in Sep 


the meeting of the 


Otolaryngology in New 


tember 1954. Members of the Secre 
taries’ Association and their wives 
served as special hosts to the visitors 


during the entire six days of the meet 


ing. New friendships were made and 


good fellowship was engendered, both 
in the Foreign Delegates’ Lounge and 
at the annual dinnet mecting of the As 


sociation, 


And so a small group of secretaries of 
eye, NOse and throat so« ties, most 
ly entire Strangers to each other, drawn 
tovether at a luncheon fifteen years ago 
through the vision and foresight of Dr. 
Wilham P. 
veloped into a strong closely knit organ 
ization whose influence and ideals for 
improvement in_ the 


Wherry, has gradually de- 


functionings of 
LIEN’T societies, for aid and instruction 
to secretaries, and for betterment of in- 
ternational relations generally, now en 
circle the globe. lt is to be regretted that 
Bill Wherry could not have lived to see 
the growth of this society to heights 
and proportions no doubt far beyond his 
early hopes and expectations. He has 
had many honors bestowed upon him, 
both before his untimely demise and 
posthumously. Let us dedicate the pres- 
ent and future enterprises of the Inter- 
national Association of Eye, Ear, Nose 
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AMERICAN ASSOCIATION, E 
and Throat Society Secretaries to the 
honored Memory of this man to whose 
vision and whose remarkable ability for 
accomplishment of purpose this organ 
ization its 
and the 


today, 


OWeS Inception, its growth, 


unique position which it occupies 


KeNNeETH L. Crarr. M.D. 


AND DIREC TOR Or THE INTERNATIONAT 
ASSOCTATION OF EYI AND THROAT 
(Mm ri RE TARTII HANI SERVED SINCI 
11 RGANIZATION 1939 AS THE AMERICAN 
\ IA ry] Nips] AND AT 
(Mm TY RE TARII 
1949 \ 
ni \\ cl eoha 
Indianapol Ind 
1940 
bere (lé ni \\ alte | bald 
lr Kenneth | ratt 
Willi: 
New Corie 
rel 
\\ blow | 
Vr: Isc, \ 
L. A. Schall 
Boston, Ma 
194] 
ent li. Theobald 
ecrel i} Kennet 


N.T. SOCIETY SECRETARIES 


1942 


sddent: Walter Hf Pheobald 
Yecretary-l reasurey Kenneth L. ¢ ratt 
lhirectors 
Brittain I: 
Lester A. Brown 
Mercer G Lynch 
lohn Ix Myers 
Ix | Kank 
¢ pss n 
W. Keith 
Kansas Ci Mo 
L943 
President: lloward Mor) 
(Omaha, Nel 
eretary- Treasurer: Kenneth L. Craft 
ldivectoy 
Townley Paton. 
yew York, N. 
Sheldon EB. Freeman 
Lester A. Brown 
(Joclen 
Sam Tl. Sandes 
Memy 
S. DeSt 
Pittshurel 
K. 
WI Keith 
l’restdent: \W. Howard Morrison 
relay “re? Kenneth | ralt 
Burton Lovese 
Mas 
n bkreeman 
lester A. Brown 
Sam H. Sandet 
1) St 
Vernon Le 
f 
\. k. Kent 
{ ) 7 
cot lue t lacl 
Auri World \W if 
nd Directors held overs 
ent: ¢ ‘ 
velar ure } eth LL. Craft 


Burton | Loves 
nb breet 
Lest \ 
Al Sander 
S. 
Vernon | 

\. Ret 


‘ 
Z 
an 
; 
4 
5 
4 > 
: 
2 
» 
an 
. 
are : 
or 
Alf 
ee 
" 
Lester A. Brown 
‘ 
\ | 
Mercer Gs. Lyn 
vow Oriean 
4 ers 
{) 
> 
kK TT. R 
x 


42% TRANSACTIONS 


President: Sam Sanders 
Memphis, Tenn 
Svcretary-Treasurer: Kenneth L. Cratt 
Burton bk. Lovesey 
Sheldon B. Freeman 
Lester A. Brown 
F. Jones 
Vicksburg, Miss 
Daniel S. DeStio 
Willham I: Mann 
Chicago, Ill 
Hurd 
(;reat Falls, Mont 
Parton Peden 
Seattle, Wash 
Moacyr Alvaro 


Sao Paulo, Brazil 


President: W. bk. Keith 
Kansas City, Mo 
Secretary-Treasurer Kenneth L. Craft 
ldivectors 
Burton Lovesey 
lames |. Monahan 
Shi nandoah, 
Lester A. Brown 
\ L. Petes 
Akron, Ohio 
| lhe \ nics 
| Lawson 
( hocaygo, 
Hurd 
Barton bk. Peden 
Moacyvr Ik. Alvaro 


President: Damel S. DeSty 

Pittsburgh, Va 
Secretary-Treasurer: Kenneth L. Craft 

Burton Lovesey 

lames |. Monahan 

foderick Macdonald 


Rock Hill, S. ¢ 


1) 
kerton | Peden 


| |. Lawson 

“cyt Alvaro 


Lester A Brown 
Atlanta, (sa 


ecretary-Treasurer: Daniel S. Dest 


Rurton bk. Lovesey 
barn | Monahan 
Roderick Macdonald 


MAY-JUNE, 1955 


L. Peter 
Jones 
| Lawson 
FD. Hurd 
HL. Gro 
Seattle. Wash 


Moacvr k. Alvaro 
195] 


President: Kennet! Cratt 
ecretary-Treasurer Damel S. D 

Burton Lovesey 

Roderick Macdonald 

\ L. Peter 

idles bore 

|. Lawson 

Hurd 

Hi. Gross 

Moa | Alvar 


195? 
cden' Moacvi lyvare 

Sao Paulo. Brazil 
Secretar, lreasurey S 1) 
ldivector 


|. |. Lawson 

Hurd 

Hl. LL. Go 

Moacvr Alvar 


1% 
| M 
| 
ecretai ra 1) 1) 
Director 
Burton bk. est 
lat Mor 
Rode Macdonald 
| Veter 
Fk. lon 
|. Lawson 
Hurd 
Hi 
Mo: Alvar 
1954 
nf: 
Viel \ 
yet j 1) ‘ 
est 
Re 
Mor 


= 
+ 
i 
: 
: 
i 
| 
‘2 
= 
» 
\ } 
lame Monahan 
onal 
1] 
ri¢ 
4 
| 
3 
= 
4 
ing 
J 


V\MERICAN ASSOCIATION, SOCTERTY SECRETARIES 429 


Holland INTERNATIONAL ASSOCTATION OF FYE, EAR, NOSI 
lohan C. Holst AND THROAT SOCTETY SECRETARIES 

(Oslo, Norway MEMBE! \ND GUESTS PRESENT 
bienrique Moutinho AT ANNUAL MEETING, L954 
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lames H. Parker, Jr., Pennsylvania 
(,uillermo Pico, Puerto Rico 
Lopez Quinones, Mexico 
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| C. Strong, Ir., Colorad 
Charles T. Sullivan. New York 
Nicholas P. Tantillo, New York 


Charles Thomas, France 


Patrick D. Trevor-Roper, england 
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SUB-COMMITTEE ON NOISE IN INDUSTRY OF THE 
COMMITTEE ON CONSERVATION OF HEARING 
October 1, 1954, to March 31, 1955 


KESEARCH 

Those of you who read the last (Juar- 
terly Report will remember that | prom 
ised to make a report on the progress of 
the organization of the Sub-Committee’s 
full-time staff. | would like to divide this 
report on progress into three main sec 
tions ; namely, personnel, physical setup, 
and equipment, 
Personnel 

The organizational 
chart will show the way in which the 
personnel have been assigned, Recently 


accompanying 


we have made use of student help on an 
hourly basis. Many odd jobs which are 
not worthy of the time of the highly 
trained professional staff can be done by 
student help. For example, punching the 
which requires little or no training and 
is certainly a waste of time for a highly 
trained statistician, At present, we are 


cards is a manual operation 


using aman from a local business school 
who spends three or four hours every 
afternoon punching ecards. Various 
odd yobs in the laboratory are done by a 
student from the audiology department 
of a local college. Through the use of 


this type of help, we can assure ourselves 
of assistance when we need it without 
committing ourselves to full-time per- 
sonnel. | am happy to say this plan ts 
working out nicely, 

Biographical sketches outlining the 
background of the professional mem 
bers of the staff are appended to this 
report. 

There are no changes in the member 
ship of the Sub-Committee itself except 
the addition of three haison members. 
Mr. Floyd Frazier represents the insur 
ance organizations who are contributing 
to the support of the research staff. 

Mr. Frazier will also act as a coordi 
between the Sub-Committee on 
Noise in Industry and any of the indus 


nator 


tries who deal with the imsurance com 
panies represented by Mr. Frazier. We 
are indeed fortunate to have an arrange 
ment of this kind. It will save a great 
deal of correspondence and administra 
tive work by the Research Staff of the 
Sub Committee. lf Ally of the companies 
concerned wish to contact the Sub-Com 


Mr. 


razier: and when members of the Sub 


mittee, they may do so through 


Committee wish to contact any of the 
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firms represented, they may, in turn, do 
so through Mr. Frazier. This type of 
channeling establishes very efficient and 
effective cooperation. 


In September 1954, during a meeting 
of the American Academy of Ophthal 
mology and Otolaryngology, Dr. How- 
ard Tlouse and | were approached by 
Mr. Clark Bridges of the Council on 
Industrial Health of the American Med 
ical Association regarding the formation 
of a committee in the American Medical 
\ssociation to deal with the noise prob 
lem trom the standpoint of the industrial 
physician. On our advice, Mr. Bridges 
returned to the Council on Industrial 
Medicine with the recommendation that 
in place of setting up a full committee, 
the American Medical Association ap 
pomt a member of the Council on Indus 
trial Med ime to act as a hatson be tween 


the Sub-Committee on Noise in Industry 
and the Council on Industrial Medicine 
of the American Medical Association. 
Needless to say, the Sub-Committee was 
very happy with this arrangement, since 
it added considerable prestige to our 
group and prevented organizing another 
committee, which would seem to be re 
dundant. 


About a month ago Doctor House re 
ceived a letter from Dr. Wilham MeNal 
ly of Montreal, Canada, suggesting a 
laison type of connection between the 
Canadian lear, Nose and Throat So« ety 
and the Sub-Committee on Noise in In 
dustry. This appeared to be an excellent 
idea, and at Doctor MeNally’s suyyes 
tion, Dr. Harold MeCoy of Montreal 
(seneral Hospital Was appointed as the 
(anachan haison. We that Woctor 
MeCoy will be able to be present at our 
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hits, 4)uteide of building 


hit, (ard punching; card verifying 


hit, 3 


Administrative office. 


Statistical office 


Sub-Committee meetings so that we may 
mutual 
As Director of the full-time staft 
of the Sub-Committee on Noise im In 


exchange imftormation to our 


benetit 


dustry, | am very gratitted by the addi 


FiGg. 6 equipment cara 


viewer; card veriher 


punca; microhim 


tion of the three liaison members. They 
will add considerably to our information 
as well as to our prestige. 


Physical Facilities 

The next portion of the report will 
deal with the physical setup of the re 
search headquarters. It has been said 
that a picture ts 


thousand 


many times worth a 


rowel words 


hope, 
therefore, that the diagram and pictures 
deal 


more than a verbal des« ription. As you 


which will follow will do a great 
will see by hgures 1 and /, the space Is 
set off in two parts. kigure 1 shows the 
administrative section. This space ts on 
and north 
from the laboratory area. It is divided 
into three 


houses the two secretaries and the ad 


the ground projects 


sections. The large section 
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laboratory space in general is ideally 
arranged for our type of research, be- 
cause of its location and low ambient 
noise levels (fig. 8). 


lacilities for Handling Data 

During the past year many companies 
have been organizing hearing conserva- 
tion programs, and consequently, there 
is considerable data in the field more or 
less acceptable for our purposes. After 
a survey of the field conditions and the 
type of data available has been complet- 
ed, there still remains the problem of 
vetting the data to our headquarters. We 
have made arrangements for microfilm- 
ing any records which may be accept 
able for our uses. The Recordak Com- 
pany maintains facilities in most of the 
larger cities in the United States, and we 
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can rent the microfilming equipment 
wherever the material happens to be, 
which makes it possible to bring large 
amounts of data to the laboratory in very 
small packages. Such a system lends it- 
self very well to our needs, for it allows 
the company to retain the data in its own 
files and thus to avoid being without the 
records or losing them in transit. It also 
answers the problem of file space, since 
these data on standard cards would re 
quire a great deal of room, while the 
microfilm is easily stored in a very small 
space. After the data have been trans 
ported to the laboratory, the film 1s 
placed in a microfilm viewer, which en 
larges the picture to a readable size, and 
the card punching is done directly from 
the enlarged pictures. In this manner we 
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are able to obtain a sizable amount of 
data (fig. 6). 

We are also well equipped tw dupli ate 
any of our data or any of the materials 
coming from the laboratory for distribu 
tion or other uses. We have a standard 
Ditto machine and a recently acquired 
Copyflex, manufactured by the Bruning 
Company. This instrument is particular 
ly useful when we have need ot several 
copies for distribution to the Sub-Com 
mittee members or to the larger parent 
(committee on Conservation of Hearing 


At present, we have a card punch ma 
chine with numerical and alphabetical 
facilities combined with a duplicator, as 
well as a card verifier and a ecard sorter 
This will allow us to handle large 
amounts of data easily. Those operations 
which require other equipment are rare 
and, if necessary, Can be done by the 
[EM headquarters, which 1s close to our 
laboratory. 


The followimy section will deal with 
equipment which has been recently 
At quired, Again, | shall depend upon 


pictures to demonstrate the arrangement 
of the equipment in its present form. 
Naturally, when the proposed addition 
s finished, some of the equipment will 
be housed If} the measurements room, 
but at present it 1s arranged as seen in 
heures 9, 10 and 11 


During the past quarter we have ob- 
tained equipment which makes it pos 
sible to do complete nome analyses im the 
held and in the laboratory. This in 
cludes any type of noise from the steady 
State continuous to the imtermittent im 
pact noise. With the advice of our 
acoustics physi ist, we have cde veloped al 
standard Operating procedure for re 
cording and measuring any type of noise 
which we may be asked to study, We are 
also equipped tt) do compl te studies on 
the attenuation of ear plugs or helmets. 
We can do audiometry in the laboratory 
or in the field, including both pure tone 
and speech Via earphone or tree treld. 

\ll of our equipment can be calibrated, 
Whether it deals with nome measurement 
or the measurement of hearing. We 
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Laboratory equipment and sound treated booth (door open). 


Interior of sound treated booth, 


probably have the finest specialized lab 


oratory of its kind in the country. With- 
in the next year or two, we hope that we 


will be able to demonstrate that this or 


ganization is well able to use its facili- 
ties and produce good data upon which 
to base conclusions regarding the noise 
problem 


Wisconsin State Project 

The data which we obtained on the 
3000 cases seen at the Wisconsin State 
Fair are nearly all transferred to IBM 
cards. All but a few of the records are 
punched and verified, and we will soon 
be running correlations on these data. 
We have high hopes for these, and I 
feel they will be justified 


I:ducational Progress 
The (duarterly Keports have received 
° 


a very excellent response. The first 
Quarterly Report, which summarized 
the activities of the Sub-Committee prior 
to April l. 


1954. has been sent out to 


500 individuals and organizations. The 
second report, dealing with the activi- 
ties of the Sub-Committee staff from 
April 1, 1954, to July 1, 1954, has been 
circulated to 600 individuals and organ- 


izations, The last or Third Quarterly 
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Report has been mailed to over 800 indi 
viduals and organizations. It is gratify 
ing to see that the information contained 
in these reports is apparently of interest 
and value to those individuals and o1 
yanizations concerned with the nois 
problem. 


The film, “Your Ear and Noise,” 
which was made and produced by the 
Sub-Committee on Noise in Industry, 
has been shown sixteen times during the 
period from October 1, 1954. to lanu 


1955 The demand for this 


has increased so rapidly that we have 
had to acquire more copies, At present, 


we have four copies which are continu 
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ously in use at one place or another, 


In closing, | would like to invite all 
of the readers of this report to send in 
suggestions regarding changes or addi 
tions. Next time | hope to be able to 
report on some ot the findings of the 
\\ isconsin State lair Project, 

ARAM (storIG, M.D, 
Director of Research 
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Kenneth Mosier Day, M.D. 
Vrolessor of Otology 
University of Pittsburgh 

Meyer S. Fox, M.D. 

Department of Otolaryngology 
Marquette University 

Stacy R. Guild, Ph.D. 

Associate Professor of Otology 
Johns Hopkins University 

Gordon LD. Hoople, M.D. 
Professor of Otolaryngology 
Syracuse University 

Dean M. Lierle, M.D. 

Professor of Otolaryngology 
University of lowa 

C. Stewart Nash, M.D. 
Department of Otolaryngology 
University of Rochester 

Walter A. Rosenblith 


Massachusetts Institute of Technology 


Office of the Chairman 


1136 West Sixth Street 
los Angeles 17, California 


Full-Time Research Staff Members 


Aram Glorig, M.D. 
Director 

Douglas lk. Wheeler, Ph.D. 
Field Representative 

William W. Grings, Ph.D. 
siostatistician 

William B. Snow, B.S., E.E. 
Physicist 

John A. Gustafson, M.S. 

Weldon Selters, M.A. 
Audiologists 

Robert Quiggle, M.A. 
Statistician 

Edgar A. Ordway 
Administrative Assistant 

Marjorie A. Caesar 

Ruth A. Scott 
Secretaries 


Office of the Research Staff 


ll North Bonnie Brae Street 


Los Angeles 26, California 
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SECTION ON INSTRUCTION 


SIXTIETH ANNUAL MEETING 
American Academy of Ophthalmology and Otolaryngology 


October 9-14, 1955 
PALMER HOUSE 
Chicago, Illinois 
A. D. RUEDEMANN, M.D 


Secretary for Instruction 


Ophthalmolog y 


M. M.D 


Secretary tor Instruction 


The following condensed schedules of 
instruction courses are reprinted for the 
Converecnce of bellows who have not yet 
plac ed orders for tickets. 


Courses already sold out are so desig 
nated on the chart Vlease do not re 


quest tickets for these courses. 


kor complete listing of course titles, 
Instructors, and ese riptive paragraphs 
refer to the 


March-April tssue of the TRANSACTIONS 


about each subrect. please 


General Instructions 


Only members who have paid their 
1955 dues may order instruction tickets 
in advance of the meeting. Members 
should order tickets only for their own 
use. Candidates for fellowship in the 
Academy are not privileged to reserve 
tickets in After the session 
opens, no distinction between members, 
candidates and guests will be made im 
selling tickets. 


advan Se 


ach period (1 hour) of instruction 
costs $2.00. Orders unaccompanied by 
properly executed checks will not he 
filled. Checks should be made payable 
to W. L. Benedict, M.D. | 


Otolaryngology and Maxillofacial Surgery 


In case of inability to attend the meet- 
ing after order has been filled, a refund 
will be granted if requested prior to 
(ctober 7. 


[f courses requested are not available 
and it 1s impossible to substitute, a re- 
fund will be granted. Refunds will not 
be sent by mail. A blue refund card will 
be placed in the Advance Registration 
l-nvelope which is received at the time 
of registration. This should be presented 
at the Instruction Desk for payment. 


All orders for tickets will be filled 
according to postmark on envelope con- 
taining check. Telegrams will not be 
honored, Orders will not be accepted for 
pre sale atter tober 4 To CTISUTC 
ceptance they should be mailed by Ox 
tober 1 to Wilham L. Benedict. M.D., 
First Avenue Building, Rochester, 
Minnesota. 


Ordering Instruction Tickets 


An individual course is complete in 
one (1) period. Most individual courses 
are repeated on two or three different 
days, allowing the subscriber to choose 
the day on which he wishes to attend 


Ne 
Aye 
i 


XXVIII 


A continuous course lasts two (2) or 
more periods as indicated. It is not pos- 
sible to purchase a ticket to only part of 
a continuous course. 

At the end of this section is printed a 
colored sheet to be used when ordering 
tickets in advance, Specify preferences 
on this sheet and mail to the executive 
office. Careful attention to instructions 
will ensure the correct filling of your re- 
quests. Since number of tickets for each 
course is limited, be sure to list second 
and third preferences for each period in 
case first preference is already sold out. 
In every case, effort will be made to fur 
nish first chowes 

If you are requesting registration in 
the continuous courses, please specify 
preferences for individual courses as 
substitutes in order to avoid disappoint- 
ment should the continuous courses 
which you select be sold out when your 
order is received, 


INSTRUCTION SECTION 


Acknowledgment of Advance 
Order 
As soon as an advance order is filled, 
a postcard, listing the courses that have 
been reserved for him, will be mailed 
to the subscriber. Please do not ask to 
change courses after your order has 
been filled. The postcard is merely an 
assurance that your been 
filled ; it is not necessary for registration 
at the Academy meeting 


order has 


Claiming Instruction Tickets 

No tickets will be sent through the 
mails. Members who have ordered in- 
struction course tickets will register at 
the Advance Order Section of the Reg- 
istration Desk during the week of the 
Convention to secure registration badge, 
tickets, and all convention material. 

Tickets will be on sale during the 
meeting at the Instruction Desk in the 
Registration Foyer. 


KEY TO DESIGNATION OF PERIODS 


The periods will be designated with the following key: Select tickets for — 
Otolaryngology, forenoons, periods 1-2-3 — Ophthalmology, afternoons, periods 4-5-6 


Day (M)onday (T) uesday (W) ednesday (Th)ursday 
Period a.m. 12 3 12 3 
Period p.m. 456 456 456 456 
2:00 p.m.to 3:00pm. | W-4 ......... 2:00 p.m. to 3:00 p.m, 
3:15 p.m.to 4:15pm. W-5 ......... 3:15 p.m.to 4:15 p.m. 
4:30 p.m.to 5:30pm. | W-6 ......... 4:30 p.m.to 5:30 p.m. 
9:00 a.m. to 10:00a.m. | Th-l ......... 9 :00 a.m. to 10:00 a.m. 
10:15 | Th-2 ......... 10:15am. to11:15 a.m 
11:30 a.m. to 12:30 p.m. | Th-3 ........ 11:30 a.m. to 12:30 pm 
2:00 p.m.to 3:00pm. | Th-4......... 2:00 p.m. to 3:00 p.m. 
3:15p.m.to 4:15pm. | Th-5 ......... 3:15p.m.to 4:15 p.m. 
4:30 p.m.to 5:30p.m. | Th-6 ......... 4:30 p.m.to 5:30 p.m. 
W-1 ......... 9:00 a.m. to 10:00 a.m. 

10:15 a.m.to 11:15 a.m. | (Familiarity with this key will be helpful 
awa 11 :30 a.m. to 12:30 p.m. and will avoid confusion) 


CHANGE IN INSTRUCTION OOURSE PROGRAM 


AS LISTED IN 


Course 241 
Gordon has been cancelled. 


THE 


MARCH-APRIL 
on “Surgical Importance of the Orbital Fascia’’ by Dr. 
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OPHTHALMOLOGY 


CONTINUOUS 


CONTINUOUS COURSES — OPHTHALMOLOGY 


COURSE 


25 
26 


SPEAKERS 


Adler 


Allen 
et al 


Ascher 


Ballintine G 
ohnson 


Bedell 


Brown 
et al 


Callahan 
et al 


Clerk, G. 
Clark, W. 


Cooper 


Costenbader 
et al 


DeVoe 


Friedenwald G | 


Becker 


Gordon 


_Guibor 


- 


Hughes 
et al 


Knighton 
et al 


Lyle 


SUBJECT 
Physiology of Vision 


Bacteriology & Infectious 
)iseases 


Aqueous Veins in Glaucoma 
(Clinical Aqueous Tonography 
Medical Ophthalmoscopy 

Surgery of Oblique Muscles 


Slit Lamp Microscopy: 
Advanced 


Vascular Disease: 


ew Theories 


Practical Optics 


Eye Muscles 


Plastic Surgery: 
Retinal Detachment 
Surgery of Ocular Muscles 


Accommodative Esotropia 


Streak Retinoscopy 


(omitant Strabismus 


Diseases of Cornea 
Vertical Muscle Problems 


Studies on Aqueous Flow 


Practical Perimetry 


Orthonptics: Office & 
Pechniques 


llome 


Neuro ophthalmology 


Ophthalmic Plastic Surgery: 
Advanced 


Highlights in Glaucoma 


Neurolowic Lesions 


Fundamental | 


M.4, 


M.4, 


W.4, 


M 


M4, 


M.4, 


M.4, 


M4, 


M.4, 
W.4 


M.4. 


W.4. 


6, 


M 


14, 


M4, 


PERIODS USED 


$ PERIODS 
W-4 


* PERIODS 
T-4, 


W.-5, Th-4, Th-5 


2 PERIODS 
\ 
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2 PERIODS 
WwW 


PERIODS 
T.4, W-4 


2 PERIODS 
M.-6 


+ PERIODS 
T-4, W-4, 


2 PERIODS 


PERIODS 
M 


PERIODS 
[.4, T-§ 
W.5, Th 4, Th-5§ 


PERIODS 
M.5, T-4, T 
W.5, Th-4. Th-§ 


PERIODS 
W.5, Th-5 


2 PERIODS 
M4 
2 PERIODS 
M.5 


PERIODS 
M.5, 1 4, T-5 or 
W-5, Th-4, Th-§ 


PRERIODS 
M4, T-4 
Th. 


2 PERIODS 


PERIODS 
W-6 
Pi 
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Th--4 
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CONTINUOUS COURSES — OPHTHALMOLOGY 


Pteitter 
G Jones 


Pino 
Edwards 


Pischel 


Wadsworth 


SUBJECT 


_ Cataract Surgery 


_ Glaucoma 


Essential Aspects of 
Binocular Visien 


‘ross C ylinders & 
_Astigmatic Dials 


_Corneal Surgery 
Roentgenography of the Eye 
& Orbit 


Problems of Bifocal & 
Aphakic Lenses 


SOLD OUT.... 


Refraction: Practical Aspec 
_& Aids in Difhicult 


(,onioscopy: 
Practical Application 


Ocular Motility” 
Neuro ophthalmology 


Vascular Diseases 


Indirect Ophthalmoscopy: 
Technique 


— 


(Jonioscopy & Aqueous 
Outflow Determinations 


School Vision Testing 
‘| ele 
Pre 


Drugs in 


enses 


«cription of Prisms; 
Refraction 


Diagnostic & Therapeutic 
(office Procedures 


Heterophoria & Comitant 
Heterotropia 


Histopathology 


_ Slit Lamp Biomicroscopy 


~ Surgery of Intraocular 
Foreign Bodies” 


Concomitant Strabismus 


Disorders of Motility 


Clinic 


_M-5, 


( atar act Extr action 


Tonography and 
of (;laucoma 


Surgery 


Selected Ocular Surgery 


PERIODS USED 


12 PERIODS 

5, M-6, T+ 
W.-4, W-5 
Th-4, Th-5S, Th6 


8 PERIODS 
M-6, T-5, 
W.6, h-S, Th6 
2 PERIODS 
5, T-6 
2 PERIODS 
T-5, T 6 
PERIODS 
T-4, W-6 


2 PERIODS 
T-6 or 

> PERIODS 


RIODS 
W.-4 
Th 4, Th-5 
PERIODS 
5, W-6 
8 PERIODS 
M.5, T-4, T- 
W.5, Th-4, 
4 PERIODS 
W-6, Th-6 
J PERIODS 


2 TODS 


PERIODS 
Th-5 
PERIODS 

2? PERIODS 

PERIODS 

PERIODS 

M4, M-S 
2? PERIODS 

{6 


\ 
12 PERIODS 
M.5. M-6, T-4 


M.4, 
7S, 4, W 
W.4, Th-4, Th-5, 
12 PERIODS 
M 6, T-4 
T-5, T-6, W 
rh rhs 5, Th-6 
2 PERIODS 
Wes 
6 PERIODS 
M-.4, M T-4, T 


W £ 
Th-6 


PERIODS 
M 


M.4, M.6 
PERIODS 
4, T-5 


PERIODS 
5, 


3 PERIODS 
Th4, Th-5, Th-6 
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SECTION ON INSTRUCTION 
ADVANCE ORDER SHEET 


hy All courses cost $2.00 for each period (one hour). Follow instructions explicitly and 


check for errors in listing before mailing. 


Orders will not be accepted for presale after October 4. To ensure acceptance they 


é should be mailed by October 1 to 


WILLIAM L. BENEDICT, M.D., Executive Secretary-Treasurer 
American Academy of Ophthalmology and Otolaryngology 
100 First Avenue Building, Rochester, Minnesota 


Academy Candidetes and Guests May Purchase Tickets Only at instruction Desk in Registration Foyer 


(Over) 


-_— 


ADVANCE ORDER SHEET 


ORDERS FILLED ONLY IF CURRENT DUES ARE PAID 
NO REFUNDS WILL BE MADE AFTER OCTOBER 7 


(Type or Print) Last Nome ~ First Name Middle Initial 


Office Address 


City Zone State 
Days to be Present 


Monday 
a Tuesday 


a Wednesday 


Total Amount Enclosed $_ 


Thursday 


SELECTION OF COURSES ON REVERSE SIDE OF THIS BLANK 
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RECAPITULATION OF GENERAL INSTRUCTIONS 


Monday, Tuesday, Wednesday, and Thursday are represented by the letters M, T, W, 
Th. The first period in the morning is represented by figure 1, second period by figure 
2 and third period by figure 3. The first period in the afternoon is enema te 
figure 4, second period by figure 5, and third period by figure 6. All courses in oto- 
laryngology and maxillofacial surgery are presented in the mornings. All courses in 
ophthalmology are presented in the afternoons. 


Reservation of instruction tickets in advance of the meeting will be made ONLY 
for MEMBERS whose 1955 dues have been paid. Academy candidates and guests may 
make selection of courses ONLY at the General Registration Desk in Chicago. 


Make check payable to W. L. Benedict, MLD. 


Mail order promptly to ensure reservation of first choices. If necessary, an attempt will 
be made to rearrange schedule to include “first choices.” 


SELECTION OF COURSES 


FIRST CHOICE | SECOND CHOICE THIRD CHOICE 


PERIOD Lecturer Course Lecturer Course Lecturer 
No. No. 
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OTOLARYNGOLOGY CONTINUOUS 


CONTINUOUS COURSES AND PANEL DISCUSSIONS 


> COURSE SPEAKERS SUBJECT PERIODS USED 
101 et al Rhinologic Problems Th-3 
PERIODS 
102 or T-2 on 
PERLODS 
104 of Conley, Daly | 1-2 
re 105 Martin Carcinoma of Head & Neck \V-1, W 
PERIODS 
106 Converse Nasal Plastic Surgery—Dasic 
a isa j ist ery 
107 Converse Adva ih 3 
Cullen PERIODS 
108 et al Anesth Fimergenes 1.3 
2 PERIODS 
109 or \\V.1 
110 Hansel th l, Th-2 
2 PRERTODS 
111 of Hardy G (lineal Audiometry tor 1.3 of 
112 Pauls Young Children W-2, W-3 
Physiology of Hearing: Rela 2 PERIODS 
tion to Hearing Loss and Its |, T-2 
113 Hilding lherapy 
PERIODS 
114 or ia th SUT. ry oT llead & \\ \\ of 
115 Hutftman Ne (,enera Problems 
PERIODS 
116 or ancer o lat yrix, Bronchi & | l of 
117 Jackson bsophagu tht. Th2. 
Kazanijian PERIODS 
118 et al fraumatic Injuries of Face ; 
119 Lindsay Vertigo Ih.2, 
ot iivary (Glands: 2 PERIODS 
120 Maxwell Diawno lreatment Th-2 
PERLODS 
121 of Meltzer Your (iological Office Prob os 
122 et al em Manel lLiscussion \ 
| ¢ er Can lreated Pik 
Miller im your Community: 
123 et al Vanel lLiscussion 
PERIODS 
124 of W.3 of 
125 Moses peech & Voice Therapy ih 2, th 3 
Mueller hat the Otologist Should 2 PERIODS 
126 et al Know About Hearing Aids r-3, 7-2 
PERIODS 
127 or W-2 
128 Pressman (ancer of Head and Neck iIht, Th-2 
PERIODS 
129 Scheldrup Anat of W.1, W.2 
PERIOD 
130 of | i.4 of 
131 Seltzer Typical plasty 
PERIOD 
132 of What Can | for r.2, T-3 
133 Walsh 1} Ih 
Televised Surs of Detormities of the PERIODS 
TV134 Clinic i! i= 4. 
Televised f Ca noma PERIODS 
TV135 Clinic W-2. W.3 
Televised ry s of the PERIODS 
TV136 Clinic es Th2, Th3 


‘ 
‘ele 
. 
br. 
= 
Lar 
7 


CTION 


S 
x 
Sf 


rday Asepuc 
y Asewug ‘seuntuy 


| 


Ay 
Q 
| 
iInfuy IX 


4adsoy 
WH 

222 Wd 


wodig 


stsouse\ | ul uijAog 
30 


sv 


yo 


220 


a>arans 


wINVIdS 


‘ON 


OC 
sno 


rev 
IX 


= [eto 


_ 


2> 


wos}! 


uojyuow's 
S494] 


439g 


2407 


‘y 
uosucor 
wojysuyor 
Q 426u 
uosiacg 


oulny us 


404 


suyaoy 
IW 


Ama} 
soy 


Aauuly 


‘wopsor 


asnowH 


“woyo> 


Apo> 


Sanquapuosg 


"ON 
asuno> 


O8 “MO — AON 


‘urd OF “MO — 42» 
— ADO IOONAUVIOLO — S3ISYNOD IWNGIAIGNI 3O 


Xe 
NAAVI 
4 
— si =| O18! « 4471 
: 
| 
c 
A> 
| | | | | | | 
| 
| 
n 
x | | 
| < | | 
| | 
| 
> | i 
= 


XXXVII 


INDIVIDUAT 


(piel 


stedoy 


Sats iT 

SIIUEADY 3 
“4 
e\ sty 4 ~ 
$352] | 
ij ‘ 


ONUsAIId 
SISOUTEKT 
PIPPIN 


e) seq jesnepuy 


id 


[Bsey 
AB PAIIAY 
Ul 

{ros ing 


Au 


493fans 


16405 


unAog 
49 40g 


Soe 


‘ON 


(J 
yBnoqwous 
\ d 


Ww 


2407} 
way 


‘yw ‘“Seuor 
SO. 


vosiaog 


493fans 


ois 
£0S 
tos 


00s 
86% 


68¢ 
iit 


eit 


ise 


itt 
ott 


Let 


tte 
6it 


ON 
asuno> 


Aussoryos) 


4923/25 


VOW 
iN 


Trey 
soy 


suone 


yoy 

Apo> 


Sanquapuoig 

4242999 
ln \ 


90S 


thr 
Sir 


Ot 


Sit 


“ON 
asuno> 


AvpsaupeM — ASO TIOONAYVIOLO — S3ISYNOD TWNGIAIGN! 40 31NG3IHDS 


: 
| 
- 
d 
4 - ~ | ave 
Ze 
| | | td f 
| 
| 
- 
| 4 
ARS 
_ 
| 
- 
— 
= 
ar 


TION 


INSTRUCTION 


XXXVIII 


id 
Ul 


PY 


Ul 
sayovouddy 
3° 


30 

AWOJOJAUT 

paysesuo) 


rue) 


jesnepuy 


JOJOWOSE 


Ul 


wrnjdag [esey 
} 


suow wis 


42624 


wosu yor 


sos 


est 


Sit 


Sit 
So 


itr 


‘ON 
asuno> 


3 ) z0s 
Rid 
[eSEN 426440425 
{jquasstay Aq Ajyseydourgy 


Av 


2wospudg 


N stsouce 
wary 69 
Aauuly 


‘sauor 


UO 
pesdeydosy 


ul jO | 
asnowH Ste 


\ | 
sano 


89+ 
Aq 
INS Buluseaory 


30 4 eunere) 
O} apine) se 
- Sly I | ssane ese 
20) 


seq 


Si] perrqesey | 
611015 


[ 
auiarag 
‘wayod 


| 


‘wre 00701 “wre — 


| 


Aopsany, — ADOTODNAYVIOLO — S3ISYNOD TVNGIAIGNI 


40 FINGIHOS 


ve 
4 
y ~ — 
| 
= 4 > 
= 
= = = 
own | 
+ 
o 4 | 
| 
“ 
<q 
i 
- 
c 
| 
4 
— 
= 
| 
| | 
ig 


News - - 


ALSSOCLATION OF 
SURGEONS OF THE 


The 62nd Annual Convention of the 
Association of Military Surgeons of the 
I'nited States will be held at Hotel Stat 
ler, Washineton,. D. C.. November 7-9, 
1955. 


MILITARY 
UNITED STATES 


The Association is the only internation- 
al society devoted to the military aspects 
of medicine, dentistry, nursing, veterinary 
medicine, allied Noted 
speakers, appropriate ceremonies and a 
variety of entertainment will make this 
yvears meeting attractive to attending 
members and guests. There will be an out- 
standing scientifie program devoted to the 
latest advances and trends in the specialty 
of military medicine. 


and sciences. 


lor the entertainment of the members 
and guests, a full sehedule of events is 
being arranged. As in the past, one of the 
features is the Honors Night Dinner on 
November 9 at which the Sir Henry Well- 
come Medal and Prize, the Gorgas Medal, 
the Stitt Award, the MeLester Award, the 
Louis Livingston Seaman Prize, and the 
Founder's Medal will be presented. 


INTERNATIONAL ORGANIZATION 
AGAINST TRACHOMA 


An Extraordinary General Assembly of 
the LIOAT was held in Paris, May 9, 1955, 
at 28, Rue Saint-Dominique, under the 
chairmanship of Prof. G. B. Bietti of 
Parma, Italy. 


Sir Stewart Duke-Elder, President of 
the International Council of Ophthalmol- 
ogy, and Prof. John C. Snyder of the Har- 
vard University School of Publie Health 
attended the sessions. 


Tributes to M. A. F. 
orary President, who died on March 31, 
1955, were read and the Assembly ob- 
served a minute of silence in his honor. 


Mac Callan, Hon- 


- Notes 


Modification of the Statutes necessitat- 
ed by the death of the President-Founder, 
by the obligations of crowing internation- 
alization, by the admission of the LOAT to 
the World Health Organization and by 
the increasing number of countries inter- 
ested in the Organization's activities were 
adopted. They included the creation of 
three vice-presidencies, instead of one, 
and of the position of treasurer 


The officers composing the new council 
are 


President: G. Bietti, Italy 


Vice-Presidents Arnold Sorsby, Great 
ritain 
Phillips Thygeson, United States of 


Amerlea 
liower Nataf, France 
france 


Secretary General: Jean Sedan 


\ssociate Seeretary: Yasushi Nakamura, 


Japan 


Treasurer: Georges Farnarier, France 

Headquarters of the IOAT will remain 
in London: 45. Lineoln’s Inn Fields (W. 
Cc. 2) 


All correspondence should be addressed 
to the Seeretary General, 94, Rue Sylva 
belle, Marseille, France. 

The Assembly aecepted as correspond 
ine societies the following 
Societa Oftalmologtica Italiana 
Societad 


Oftalmologica Hispano-Amert- 


Philippine Ophthalmological Soctety 
Seceao de Oftalmologia da Socletade de 
Ciencias Medicas (Portugal) 
Suomen Silmalaakarivhdistys (Finland) 


New England Ophthalmological Society 


The next Assembly will be in Madrid in 


1956, during the Second Congress of the 
Societe Latine d'Ophtalmologtie. 
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AL TRANSACTIONS 


SIATH INTERNATIONAL OONGRESS 
OF OTOLARYNGOLOGY 


The Sixth International Congress of 
Otolaryngology will take place in Wash- 
ington, D. C., from Sunday, May 5, 
through Friday, May 10, 1957, under the 
presidency of Arthur W. Proetz M.D. The 
subscription for members is $25.00 (U.S. 
A.), which will inelude all official meet- 
ings of the Congress except the banquet. 
Relatives accompanying members may be 
registered as associates at a fee of $10.00. 


The selected subjects for the Plenary 
(Combined) Sessions to be held Monday, 
Wednesday and Friday mornings will be 
Chronie Suppuration of the Temporal 
Bone, Collagen Disorders of the Respira- 
tory Tract, and Papilloma of the Larynx. 
Outstanding internationally 
authorities will open the 
each of these subjects. 


recognized 
discussion of 


Two types of communications are in- 
vited: (1) contributions to the discus- 
sions of the selected subjects, limited to 5 
minutes; (2) original papers, limited to 
15 minutes. These should be in one of the 
four official languages: English, French, 
German, Spanish. 


Motion picture films will be shown each 
day except during the Plenary 
There will be both scientific 
cal exhibits. 


Sessions. 
and techni- 


An interesting program of tours, social 
functions and visits to points of interest 
in and around Washington has been ar- 
ranged for those attending the Congress. 


For further information please address 
the General Secretary, Paul H. Holinger, 
M.D., 700 N. Michigan Ave., Chicago 11, 
Il. 


CALIFORNIA 


Dorhmann K. Pischel, M.D., has been 
appointed Head of the Division of Oph- 
thalmology at Stanford University Medi- 
cal School, Doctor Pischel received his B. 
A. degree from the University of Califor- 
nia in 1918 and his M.D. from Stanford 
University Medical School in 1923. He 
has been associated with Stanford Univer- 
sity Medical School since 1928. 


MAY - JUNE, 1955 


KENTUCKY 

The University of Louisville conferred 
an Honorary Doctor of Science Degree 
upon Dr. Frederic H. Verhoeff, Consult- 
ing Chief of Ophthalmology at the Massa- 
chusetts Eye and Ear Infirmary and Pro- 
fessor Emeritus of Ophthalmic Research 
at the Harvard Medical School, on the oc- 
‘asion of its commencement exercises, 
June 5, 1955. 


LOUISIANA 

The Mid-Winter Convention of the New 
Orleans Academy of Ophthalmology will 
be held January 3-6, 1956. “‘Diseases and 
Surgery of the Lens” will be the general 
topic to be discussed by Everett Kinsey, 
Ph.D., Detroit, Michigan; Frederick C. 
Cordes, M.D., San Franciseo, California; 
Derrick Vail, M.D., Chicago, Illinois; John 
Dunningeton, M.D., New York, New York; 
S. Rodman Irvine, M.D., Los Angeles, 
California; Harvey Thorpe, M.D., Pitts- 
burgh, Pennsylvania; and Paul Chandler, 


M.D., Boston, Massachusetts. The pro- 
gram will include round table discussion 
periods. 


The registration fee of $75 includes as- 
sociate membership in the New Orleans 
Academy for the year 1956, as well as all 
other features of the convention. Ad- 
vance registration should be secured by 
writing now to the New Orleans Academy 
of Ophthalmology, 211 South 
St., New Orleans, Louisiana. 


Saratoga 


Hotel reservations should be made ear- 
ly by writing to Roosevelt Hotel, 123 
Baronne Street, New Orleans. 


MAINE 

Colby College, Waterville, Maine, will 
present the Third Annual Course in In- 
dustrial Deafness, August 7 through 13, 
1955. The objective of the course will be 
to train personnel in initiating and in 
conducting conservation hearing pro- 
grams in noisy industries. Director of the 
course will be Frederick Thayer Hill, 
M.D., and Assistant Director will be Jos- 
eph Sataloff, M.D. Seven full-time instruc- 
tors have been selected from authorities 


Ry 
| 
. 
- - 
pe 


NEWS NOTES XLI 


in this field. The class will be limited to 
twenty participants. 


Registrants will live on the college 
campus. The tuition fee of $200.00 in- 
cludes payment for board and room. Ap- 
plications should be made to Mr. William 
A. Macomber, Director, Division of Adult 
education and Extension, Colby College, 
Waterville, Maine. 


MINNESOTA 

Dr. William L. Benedict, Executive 
Secretary-Treasurer of the American 
\cademy of Ophthalmology and Otolaryn- 
xology, was honored by his Alma Mater, 
the University of Michigan, when the de- 
gree of Doctor of Laws was conferred 
upon him during the University Com- 
mencement, at Ann Arbor, Michigan, 
June 11, 1955. 


PENNSYLVANIA 
The Dean of the Graduate School of 
Medicine of the University of Pennsylvan- 
ia announces the appointment of Dr. Ed- 


mund B. Spaeth, Professor of Ophthal- 
mology and Chairman of The Depart- 
ment of Ophthalmology, as Professor 
Emeritus of Ophthalmology. 


The Dean also announces the appoint 
ment of Dr. Irving H. Leopold as Profes- 
sor of Ophthalmology and Chairman of 
the Department of Ophthalmology of The 
Graduate School, succeeding Doctor 
Spaeth 


VIRGINIA 

The Virginia Society of Ophthalmology 
and Otolaryngology will meet November 
°9 through December 2, 1955, at the Med- 
ical College of Virginia, Richmond, Vir 
vinia. The secretary is Peter N. Pastore, 
M.D., 1200 East Broad Street, Richmond 
19, Virginia. 


The Gill Memorial Eye, Ear, Nose and 
Throat Hospital, Roanoke, Virginia, has 
completed its 28th Annual Spring Con- 
gress in Ophthalmology and Otolaryngol- 
oxy. There was a total attendance of 350 
doctors and their wives from all over the 
['nited States and Canada. The next Con- 
gress will be held April 2 through 7, 
1956. 
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DIRECTORY OF OPHTHALMOLOGIC AND OTOLARYNGOLOGIC 
SOCIETIES 


EXAMINING AND CERTIFYING BODIES 


American Boarp oF OrnTHALMOLOGY 
Chairman: Dr. Francis Heed Adler 
secretary: Dr. Merrill J. King, 56 Ivie Road, Cape Cottage, Maine 
Practical Examination: October 4-8, 1955, Chicago 
Written Examination: lanuary, 19%¢ 


American Boarp oF OTOLARYNGOLOGY 
President: Dr. LeRoy Schall 
Secretary: Dr. Dean M. Lierle, University Hospitals, lowa City, lowa 
(Oral Examination: October 3-7, 1955, Chicago 


American Boarp or Plastic Surcery 
(hairman: Dr. James T. Mills 
Secretary Lreasurer: Dr, Bradford Cannon, 330 Dartmouth Street, Boston 16, Mass. 
orre sponding Secretary: Festelle FE. Hilleri« h, 4647 Pe rshing Ave., St. Louis Mo. 
‘,cneral Lxamination: 19.24, 1955, Philadelphia 


BRaZiLian Boarp oF 
(hairmen: Prof. Cyro de Rezende 
’rof. Cyro de Kezende 
(,eneral Secretaries: Dr. Rubens Kelfort Mattos, Caixa Posta! 4086, Sao Paulo, Brazil 
Dr. Sylvio de Almeida Toledo, Braulio Gomes 25, Sao Paulo, Brazil 


Tue Rovat or Puysicians ann Surceons or CaNnaba 
President: Dr. John Hepburn 
Honorary Secretary: Dr. James H,. Graham, 150 Metcalfe Street, Ottawa 4, Ontario, Canada 


Written Examinations 

Monday and Tuesday, October jrd and 4th. These examinations will be held at eleven centers in 
Canada: St. John’s, Newfoundland, Halifax, Quebec City, Montreal, Kingston, Toronto, London, Winnipeg, 
Edmonton, Saskatoon and Vancounver. 


Oral and Clinical Examinations 
The oral and clinical portion of the examination will be held in Winnipeg the week commencing Monday, 
November 7th, and in Toronto the week commencing Monday, November 21st. 


INTERNATIONAL 


INTERNATIONAL AssoctaTION oF Ever, Ear, Nose ano Turoat Society Secretaries 
President: Dr. Roderick Macdonald 
Secretary-Treasurer: Dr. Daniel S. DeStio, 1006 Highland Building, Pittsburgh 6, Pa. 
Time and Place: October 11, 1955, Palmer House, Chicago, Ill 


INTERNATIONAL ASSOCIATION FOR Prevention or BLInvoNeEss 
President: Dr. P. Bailliart, 47 Rue de Bellechasse, Paris Vile, France 
Secretary-General: Prof. A. Franceschetti, Clinique Ophthalmologique de l'Université, Geneva, Switzerland 


INTERNATIONAL Society 
President: Dr. Antonio da Costa Quinta 
Secretary: Dr, Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40, Pa 
Time and Place: November, 1955, Buenos Aires 


INTERNATIONAL COLLEGE OF SURGEONS, SECTION OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Francis L. Lederer 
Secretary: Dr. Louis Savitt, 3403 Lawrence Avenue, Chicago 25, Il. 


INTERNATIONAL COUNCIL OF OPHTHALMOLOGY 
President: Sir Stewart Duke-Elder 
Secretary: Dr. Edward Hartmann, 2 Avenue Ingres, Paris (16e), France 
Time and Place: The Council meets at the time and place of each International Congress (usually every 4 
years) and other years alternately in France and Great Britain. (May 7, 1955, Paris, France) 


INTERNATIONAL FEDERATION OF OPHTHALMOLGICAL SocirTies 
President: Sir Stewart Duke-Elder 
Secretary: Prof. Dr. Edward Hartmann, 2 Avenue Ingres, Paris (16e), France 
Time pod Place: September, 1958, Brussels, Belgium 


INTERNATIONAL ORGANIZATION AGAINST TRACHOMA 
President: Dr. A. F. MacCallan 
Secretary-General: Professor Arnold Sorsby, 45 Lincoln’s Inn Fields, London, W. C. 2, England 


PAN-AMERICAN ASSOCIATION OF OPHTHALMOLOGY 
President: Dr. M. E. Alvaro 
Acting Secretary-Treasurer: Dr. Daniel Snydacker, 109 North Wabash Avenue, Chicago 2, Il! 
Time and Place: January 9-14, 1956. Santiago, Chile 


Paw-AMERICAN ASSOCIATION OF OrpHTHALMOLOGY, Puerto Rico Cuapter 
President: Dr. Luis J. Fernandez, Box 2206, San Juan 10, Puerto Rico 
Secretary: Dr. P. Fernandez 
Place: Juan 


Secretaries of societies are requested to furnish the information necessary to make this list complete and 
keep it up to date. 
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PaN-AMERICAN ASSOCIATION OF 
, President: Dr. Juan M. Tato 
Secretary: Dr. Chevalier L. Jackson, 3401 N. Broad Street, Philadelphia 40, Pa 
Time and Place: Fifth Pan-American Congress of Oto-Rhino-Laryngology and Broncho-Esophagology, 
San Juan, Puerto Rico. Spring, 1956. President of Congress, Dr. Juan Font, Puerto Rico 


FOREIGN 


Tae OruTHALMOLOGICAL AND OTOLARYNGOLOGICAL Society oF ALBERTA 
(um President: Dr. H. E. Dowling 
* Secretary: Dr. M. R. Marshall, North Pavilon, University Hospital, Lkdmonton, Alberta, Canada 
Time and Place: April 1956, Calgary, Alberta, Canada 


OPHTHALMOLOGICAL Society 
President: Dr. Alice B. Laker ee 
‘ Secretaries: Dr. S. N. Cooper and Dr. V. K. Chitnis, Laud Mansion, 2!, Queen's Road, Bombay 4, India 


Associacao Mepica oo Instituto Penipo 
wee] President: Dr. Leoncio de Souza ueiroz 
m4 First Secretary: Dr. Alberto Galo 
? Second Secretary: Dr. Aloisio Af. Ferreira 


AUSTRIAN OTOLARYNGOLOGICAL Vienna 
President: Prof. Dr. E. Schlander 
Secretary: Dr. Julius Popper, Schottenring 17, Wien I., Austria 
lime and Plac c First luesday ot the month \ ienna (seneral Hospital, Alserstrasse 4, Vienna IX. 


Bomeay OPHTHALMOLOGISTS ASSOCIATION 
President: Dr. D. S. Sardesai 
Secretaries: Dr. B. D. Telang and Dr. Y. K. C. Pandit, 395, Lamington Road fjombay 4, India 
Time and Place 7:30 p.m., third Wedne slay of each month [he seven ophthalmi hospitals of Bombay 
by rotation 


BeirisH ASSOCIATION OF OTOLARYNGOLOGISTS 
President: Mr. V. E. Negus 
Secretary: Mr. Myles L. Formby, 45 Lincoln's Inn Fields, London W. ¢ bngland 


SmiTISH MeEnicat ASSOCIATION. SECTION ON OPHTHALMOLOGY 
President: Mr H. Dogwart 
Secretary: Mr. B. Gluck, 76 Cathedral Road, Cardiff, Wales 


CANADIAN MebIcAL ASSOCIATION, SECTION ON OPHTHALMOLOGY 
Secretary: Dr. J. Clement McCulloch, 830 Medical Arts Buildin loronto, Ont., Canada 
CANADIAN OJPHTIALMOL« IC Al SOCTERTY 


President: Dr. P. B. Macfarlane 
Secretary lor. R. Kelly, 113 St. Clair Avenue W loronto (ont.., (anada 


CANADIAN OOTOLARYNGOLOGICAL SOCIETY 
President: Dr. G. Edward Tremble 
Secretary: Dr. G. Arnold Henry, 170 St. George Street, Toronto, Ont., Canada 


CENTRO DE ESTUDOS Dr COFTALM pe Sao 
President: Dr. Francisco Amendola 
Secretary kk iben BMeltort Mattos, ( aixa Po tal 40 Paulo, brazil 
| ind Place very if lay if thi Kua Conde a, Paulo 


President: Dr. Eugene Chan 
Secretary: Dr. D. 5S Shen, Eye, kar, Nose and Throat Hospital, Chengtu, Szechuan, China 


if cise if 


pitines iA on, SOCIETY 
President: Dr. CC. H. Chou 
meecretary: Dr lsang oor how au, Shanghat 
( HINESE (JPHTHALMOLOGICAL SOCIETY Pent 


President ( Lin 
Secretary: Dr. H. L. Chen, Ophthalmological Dept Veking University Medical School, Peking 
Bimonthly 


DeuTscue cue Geseciscnar? 
President Prot ay mead W | ohlein 
Secretary: Prof. Dr, med E. Engelking, Heide'berg, Universitats- Augenklinik 
rie ang Place (,eneral y iti Septembe! ifi Heide bers 
FACULTY 


President: Dr. John Marshal! : 
Secretary: Mr. E. F. King, 45 Lincoln's Inn Fields, London, W.C. 2, England 


Mepicat Trave Union, Section oF OPHTHALMOLOGY 
President: Prof. 1. Csapody 
Secretary: Dr. E. Galla, Krisztina Kérut 139, Budapest, Hungary 
Time and Place: Bimonthly. Second Eye Clinic, Budapest 


HUNGARIAN COOPHTHALMOLOGICAL SOCTETY 
President: Prof. G. Horay 
Assistant Secretary: Dr. Stephen de Grosz, University Eye Hospital, No. 1, Ilesucea 15, Budapest 
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OPHTHALMOLOGICAL Society 
Secretary: Dr, L. B. Somerville-Large, 2 Fitzwilliam Place, Dublin, Ireland 


OPHTHALMLOGICAL SOCIETY 
President: Dr. Aryeh Feigenbaum 
Secretary: Dr. E. Sinai, Bialik Street, Tel Aviv 


MiIvLAND OPHTHALMOLOGICAL Society 
President: Dr. F. A. Williamson-Noble 
Secretaries: Dr. R. D. Weeden Butler, and Dr. M. J. Roper-Hall, c/o Birmingham & Midland Eye Hospital, 
-hurch St., Birmingham 43, England 
Place: Birmingham & Midland Eye Hospital, Church St., Birmingham 3, England 


MonTREAL OPHTHALMOLOGICAL Society 
President: Dr, A. L. Guertin 
Secretary: Dr. William Turnbull, 1414 Drummond St., Montreal, Que., Canada 


NEDERLANDSCH OOGHEELKUNDIG GEZELSCHAP 
President: Prof. Dr. A. Hagedoorn 


Secretary: Dr, P. G. Binkhorst, Sweelincklaan 20, Bilthoven, The Netherlands 


OF ENGLAND OPHTHALMOLOGICAL Society 
President: Mr. A. McKie Reid 
Secretary: Mr. W. M. Muirhead, 70 Upper Hanover Street, Sheffield 3, England 
Time and Place: October to May. Menshestes, | Leeds, Newcastle-on Tyne, Liverpool, Sheffield and Bradford 


Nowske Forentne (Society oF NORWEGIAN OPHTHALMOLOGISTS) 
President: Dr. Ludvig Wirsching 
Secretary: Dr. Olav Lunde, Teatergaten 11, Oslo, Norway 


Tue Nova Scotia Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr, J. C. Cormier 
Secretary: Dr. E. 1. Glenister, 513 Barrington Street, Halifax, Nova Scotia 
lime: Three times yearly at dates to be arranged by the Executive 


OPuUTHALMOLOGICAL Society OF AUSTRALIA 
President: Miss Ida Mann 
Secretary: Mr. Peter A. Rogers, 235 Macquarie Street, Sydney, New South Wales, Australia 
Time and Place: October 17 to 21, 1955, Camberra, A oa ., Australia 


OOPHUTHALMOLOGICAL Society 1n Corpennacen, Denmark 
President: Dr. G. Osterberg 
Secretary: Dr. E. Vesterdal, Bilowsvej 18.B., Copenhagen, Denmark 


Society or Ecyrt 
President: Dr. Ismail Disouki ot: 
Honorary Secretary: Dr. Sabri Kamel, Dar El Hekmah, 42 Ksar El Ainy Street, Cairo, Egypt 


Society ovr Hospitar oe Nuestra Senora ta Luz 
Chairman: Dr. Manuel J. Icaza y Dublan 
Secretary: Dr, Jorge Me ran, Ezequiel Montes 135, Mexi 0, D. F. 
Time and Place: Second Friday of each month. Hospital de Nuestra Senora de la Luz 


OPHTHALMOLOGICAL Society oF New 
President: Dr. W. E. Carswell | | | 
Secre tary Dr. W, | Hope Robertson, Kelvin Chambe rs, 16 The Terrac ¢, Wellington 


OruTHALMOLOGICAL Society or Soutm Arrica 
President: Dr. J. K. deKock | 
Secretary: Dr. J. Guillaume Louw, 17 Church Square, Cape Town 


OPuTHALMOLOGICAL Society or THe Unitrep Kincpom 
President: Mr. O. Gayer 
Secretaries: Derek Ainslic , and Charles A. Cook, 45 Lincoln's Inn Fields, London, W. C. 


IN 
President: Dr. Karl Safar 
Secretary: Dr. F. Schwab, Univ. Augenklinik, Alsterstrasse 4, Vienna 9, Austria 
Time and Place: Vienna, Austria, Alserstrasse 4. Second Monday of eac h month 


COBTERREICHISCHEN CIPHTHALMOLOGISCHEN 
President: Prof, Dr. A. Pillat 
Secretary: Dr. Frank Schwab, 1. Univ. Augenklinik, Wien 


Oxrorp OPNTHALMOLOGICAL CONGRESS 
Master: Mr. Frank W. Law 


Honorary Secretary and Treasurer: Mr. lan C. Fraser, 21 Dogpole, Shrewsbury, Shropshire 


PHILIPPINE OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
President: Dr 
Secretary Treasures lamesis, North General Hospital, Manila 
Time and Place: December, Philippine General Hospital, Manila 


Potisn OPHTHALMOLOGICAL Society 
Secretary: Dr. S. Topolski, Piusa 38, Warsaw, Poland 
Time and Place: Every two years—-summer. Ophthalmic Clinic, Oczki 6, Warsaw 


Puerto Rican OPMTHALMOLOGICAL SOCIETY 
President: Dr. Roberto Buxeda 


Secretary-Treasurer: Dr. Guillermo Pico, Ave. Ponce de Leon 654, Santurce, Puerto Rico 
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Rico MepicaL Association. SECTION ON OPHTHALMOLOGY 
resident yr ose Pice 


tary tor ¢ 


AND OTOLARYNGO! 


ialmology : Cuillerme Pico, Ave. Ponce cd Leon 654, Santurce, Puerto Rico 
secretary for Vtorhinolaryngology Dr. Antonio Rullan 
Time and Place: 8:00 P 


Building, Santurce, P 


on second Wednesday of even months at the Puerto Rico Medical 
R, 


Association 


Rovat Society of MEDICINE, SECTION OF OPHTHALMOLOGY 
President: Mr Humphrey Neame 
|] 


Secretary Mr. Hewitt, 1. Wimpole Street, London. 


nvlan | 
SAO Pauto Society OPHTHALMOLOGY 
President: Dr. Durval Prado 
Secretary: Dr. Rubens Belfort Mattos, Rua B Stapetininga, 29 F.3° andar, Sao Paulo, Brazil 
SCOTTISH MOLOGICAL Crup 
President: Dr. C. W (;sraham 
Secretary: Dr. John D Fraser, 31 Kingsborough Gardens, Glasgow, Scotland 


Time and Place: [Lact Saturday of March. Edinburgh and last Saturday in October, Glasgow 


SOCIEDAD ARGENTINA COPTALM: 
President: Dr Fduardo J. 7 l_agos 
Secretary: Dr. Alberto C ¢ remona, San 


ta Fe 1171, Buenos Air. *, Argentina 
Time and Place: Third Wednesday of every month. Buenos Aires 


SOCTEDAD CHILENA pe OOFTALMOLOGIA 
resident iberto | 
) 


Secretary 


r. © arlos Charlin V.. Me. Ivey No. 175, antiago, Chil 


SOCTEDA OLOMBIANA OPTA MOLO«! 

Pre sidlent Alfonse ‘,aitan N. 
Secr: tary Lt relix O7ANO, Apartado Aéreo No. 
inne and lace second 


OTORNINOLAKRINGOLOGIA 


Bogota. ( olumbia 
luesday of each month, Auditorium. ¢ inmica Oftalmologica Hospital del Salvador 


intiavo 


~ 
President: Dr. R atael Labrador Fuiz 
Secretary Dr fsutllermo De La Torre Calle No Neda 
ime and Plac. irst Thursday bi monthly. Malecon 61 Bajos, Ha 


OCTEDA (UBANA DE 


Oo, Havana, Cuba 
vana, Cuba 


SOCTEDAD MEXICANA py (OPTALMOLO GIA 
President: Dy Manuel de Rivas Cherif 

secretary: Dr. Emilio Remolina lLopaz, Apartado Postal No. 8112. Mexico | 
Tims S:30 pom., first 


luesday of each month 


SOCTEDAD Nic ARACIIENSE 
President: Dr. Ricardo LLacayo 
Secretary: Dr. Gilberto Cuads 


i, Clintea specializada, Managua, N Nicaragua, A 


SOCTEDAD DE OPTaALMOLocta VE € ORDO: 
Chairman: Dr. Alberto | rrets-Zavalia. Sr. 


Secretary. Dr. R. Obrege Oliva, ¥ de Julio S60, Cordoba Argentina 


SOCTEDAD DE MOLOGIA DE ATARA 
President: Dr. Flias Mendoza (.onzalez 
Secretary: Dr. Jose Martin del ( impo, Av. Juarez 211, De ‘p. 314, Cuadalajara, Jalisco, Mexico 
Plac: | itencia spacho 10] 
SOCTEDAD OFTALMOLOGICA Hispanc AMERICANA 
President: Dr. Manu. Lopez Enriquez 


secretary arios Co ti fsarcia cle lunon, Montalban, Madrid 


SOCTEPAD et Levomay 
President: Dr, Juan Mat uel Nila (Ortiz, Cordoha v1 Rosario. Argentina 
Secretary: Dr. Carlos M. Soto 
Lime and Place ist sul Im every month Kosario 

Ald) (wilt aA Va PARAISaO 
President rof Cal lierry 
Secretary Treasures Olyarzun Heo pital le (alle 


pias. licva \ ilparaiso 


SOCTEDAD DE (OPTALMOLO« IA (OTORRHINOLABINGO! IA 
President: Dr Crispin Insaurralde 


Secretary: Dr. Honorio ¢ ampuzano, Coronel Bogado 492, Asuncion, 


Papacuay 
Paraguay 


Mad ANA DE OOTORING LARINGOLOGIA (JOPTA! MOLOGIA 
President: Dr Enrique Cipriani V.. Pasaje Olaya 156, Lima, Peru 
Secretario General: Dr Enrique Haro 
Secretario de Actas: Dy Alberto Castillo R 


(IEDADE DRASILEIBA (OPTALMOLOGIA 

President: Dr Paulo ( Pimental 

First Secretary: Dr. Pedro Moacyr de Aguiar, Ladera Santa Thereza 136, Apt. 101, Rie de Janeiro 

Second secretary Dy knrice lerreira 

Time: Third Friday of ever, month from April to December 
SOCTEDADE Portucusea py OOTORRINOLARINGOLOGIA be Beoncuno 

President: Dr Alberto Luis de Mendonca 

Secretaries: Dr. Antonio da Costa Quinta and Dr 


Albano Coelho, Avenida da Liberdade, 45 
Portugal 


3, Lisbon 1, 
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SOCIEDADE DE OFrTaLMOLoGia DE Minas Gerais 
President: Dr. Amelio Bonfieli 
Sc retary: Dr. Mariana Noronha, Pauso Alegre 1150, Belo Horizonte, Brazil Minas Gerais 
Place: Belo Horizonte, Minas Gerais 


SOCIEDADE DE OFTALMOLOGIA vet Norte 
President: Dr. Jorge Luis Castillo 
Secretary: Dr. Felix Berman, San Lorenzo 345, Tucuman, Argentina 
Place: andes 421, Tucuman 


SOCIEDADE OrtaLMoLocia & ve Banta 
President: Dr. Theonilo Amorim, Barra Avenida, Bahia, Brazil 
Secretary: Dr, Adroaldo de Alencar 


SOCTEDADE DE OFTALMOLOGIA OTO-RHINO-LARINGOLOGIA DO po Sut 
President: Dr. Mario Araujo Azambuja 
First Secretary: Dr. Humberto Lubisco, Rua Donna Laura 45, Porta Alegre, Est., Rio Grande do Sul 
Second Secretary: Dr. Ivo Kuhl 


SocrepavE pe OFrTaLMoLocia ve Sao Pavuro 
President: Dr. Paulo Braga Magalhaes 
(,eneral Secretary: Dr. Paula Aranha de Azevedo, Xavier de Toledo 71,1° and., Sao Paulo 
First Secretary: Dr. Alfredo Rocco 


Sociepape ve pe Rio ve JaNniero 
President: Dr. Aloysio Novis 
Secretaries: Dr. Kubens Cabral, Rua Paissandu 73, Rio de Janeiro, Brazil 
Dr. Mairelles Vieira 


Socigeta ITALIANA 
President: Prof. Giuseppe Ovia 
Secretary: Prof. E. Leonardi, Piazza degli Eroi, 11 Roma, Italy 
Place: Roma Piazza degli Eroi 11 


Societe Berce v’OPMTALMOLOGIE 
President: Dr. L. Weekers 
Secretary-General: Dr. M. Appelmans, 179 avenue Reulens, Louvain, Belgium 


SocreTe FRANCAISE D’'OPHTALMOLOGIF 
Secretaire-général: Dr. Marcel Kalt, 81 rue Saint Lazare, Paris (9) France 


SocieT® FRANCAISE D'OTO-RHINO-LARYNGOLOGIE 
President: Dr. Louis Lerous 
Secretary(,eneral: Dr. H. Flurin, 19 Ave. MacMahon XVIlIle, Paris, Franc: 
Piace: 17 rue de BKuci, Paris, France 


SOCIETY OF SWEDISH OPHTHALMOLOGISTS 
President: Prof. S. 1! arseon 
Secretary: Dr. K. ©. Grranstrom, Sodermalmstorg 4, Stockholm So, Sweden 


Time: Annual meeting, beginning of June 


SouTHERN OPpuTHALMOLOGICAL Society, ENGLAND 


mg Mr. W. E. Heath 


Jon. Secretary and Treasurer: Nigel Cridland, D.M., D.O., 25 Craneswater Park, Southsea, Hants, England 


ToronTO AcAbEMY OF Mepicine, Secrion OF OPHTHALMOLOGY 
Chairman: Dr. Morris Shusterman 
Secretary: Dr. George Thompson, Zoo St. Clair Ave., West Toronto, Ont., Canada 


NATIONAL 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Algernon BE. Reese 
Executive Secretary: Treasurer: Dr. William L. Benedict, 100 First Avenue Building, Rochester, Minn. 
Time and Place: October 9-14, 1955, Palmer House, Chicago, III. 


AMERICAN BRONCHO-FSOPHAGOLOGICAL ASSOCIATION 
President: Dr. Daniel S. Cunning 
Secretary: Dr. F. Johnson Putney, 1719 Rittenhouse Square, Philadelphia 3, Pa. 
Time and Place Annual meeting, May ] and 16, 1956, She raton Mount Royal Hote l, Montreal, Que . Canada 


AMERICAN LARYNGOLOGICAL ASSOCIATION 
President: Dr. Bernard 1. MeMahon 

Secretary: Dr. Harry V. Schenck, 326 S. 19th Street, Philadelphia 3, Pa 
Time and Place: May 13-14, 1956, Seigniory Club, Province of Quebec, Canada 


AmpRICAN LARYNGOLOGICAL, RHINOLOGICAL anp Society, Iwe. 
President: Dean M. Lierle 
Secretary: Dr. C. Stewart Nash, 708 Medical Arts Building, Rochester 7, N. Y. 
Time and Place: May 15-17, 1956. Montreal, Canada 


Eastern Section 
Chairman: Dr. John A, Murtagh 
Secretary: Dr. F. Johnson Putney, 1719 Rittenhouse Square, Philadelphia 3, Pa 
Time and Place: January 13, 1956, Statler Hotel, Boston, Mass 


Middle Section 
Vice President William iH ( raddock 
Secretary: Dr. Charles E. Kinney, 10515 Carnegie Avenue, Cleveland, Ohio 
Time and Place: January 16, 1956, Netherland Plaza Hotel, Cincinnati, Ohio 
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Southern Section 
Vice President M. Robison 
Secretary: Dr. James A. Harrill, Bowman Gray School of Medicine, W 
Time and Plac: lhe Shamrock Hotel, Hiouston, lexas 

Western Section 

Vice-President: Dr. David D. DeWeese 
Secretary lr. Francis Sooy, 490 Post Street, San Francisco, Calit 
Time and Place: County Medical Society Bidy , San Francisco, Calif. 


AMERICAN MEDICAL ASSOCIATION, 


SCIENTIFIC ASSEMBLY, SECTION 

Chairman: Dr. Erling Hansen 
Secretary: Dr. Harold G. Scheie, 313 S. 17th St., Philadelphia 3, Pa 

AMERICAN Mepicat Association, Section ON LarYNGoLocy, 
Chairman: Dr. Francis W. Davison 
Secretary: Dr. Hugh A. Kuhn, 112 Rimbach St., Hammond, Ind. 
Place: Atlantic City, N. J. 

AMERICAN OPHTHALMOLOGICAL Socigty 

President: Dr. Alan C. Wood 


s 
Secretary: Treasurer: Dr. Maynard C. Wheeler, 30 W 
AMERICA 
President: Dr. William J. McNally 
Secretary-Treasurer: Dr. Lawrence R 
Editor-Librarian: Dr. Henry L 


William Mayo Clinw 
Time and Place: May 11 and 12, 


1956, the Seigniory Club, 


AMERICAN 
Jose ph Gilbert 
Dr. Louis Joel Feit, 
New York City 


(OTORHINOLOGIC 
President: 


Sec retary: 


66 Park Avenue. 
Place: 


Ne York 


MERICAN SOCIETY OF OPHTHALMOL 


16, 


59th Street, 


New York 19, N. 


Socrery ror Prasri 


Oro .ocicat Society, 


mn 


N. 


inston 


Salem, 


XLVII 


N.C. 


ON OPHTHALMOLOGY 


Boies, 90 South Ninth St., Minneapolis 2, Minn. 
Rochester, 


SURGERY 


Y. 


1) 


Province of Quebec, Montreal, Canada 


pm., 


AND OTOLARYNGOLOGIC ALLeRGy 
President: Dr. F. — McGannon 
Secretary-Treasurer: Dr. Michael H. Barone, 468 Delaware Ave., Buffalo, N. Y. 
lime rd Place: October 14, 1955. Palmer House, Chicago, II 
NATIONAL ror Researcu in Eve Diseases ann Disanttirigs 
(hairman: Ur. lames H. Aller 
Secretary: D1 '. Johnson, University Hospitals, Cleveland, Ohio 
ASSOCIATION FOR IN 
Chairman: Dr. William F. Hugh 
Secreta Dr. Lorand \ lohnson, 1051 (arnewie Ave Cleveland 6, Ohio 
lin ind Place: Jur Atlantic City, N 
NATIONAL Socrery ror Tue Pri oF Brinoness Ine 
President: Mr. Mason H. Bigelow 
Exec utive Director: Dr Franklin M Foote, 1790 Broadway, Ne Ww York 19, N. y 
Time ind March 6-28, 1956, Palmet House (Chicago Illinois 
ety of “Nfitnrary MOLOGISTs 
President: Col. J. H. 
Secretary. lreasuret ipt ames Stoke Walt Reed Ari Hlospital, Washington 12, 
Time and Place: October 11, 195 Palmer House Chie ago, Ill 
REGIONAL 
\nk (iy (OPHTHAL ry 
i lent | 
Secretar Dr. W. W. Hart, Medical Arts Building, Shreveport, Il 
lime and Place ret Monda month, Acept lanuatr lune bul september, at Confeder ite 
liospital 
Hawatt Eve, Far, Nose ano Socrety 
President: Dr. Albert K. T. Ho 
Secretary: Dr. Robert H. Lee, 1413 Nuuanu Avenue, Honolulu 
lime and Place: Third Thu: iy of each month, September through May (dinner meetings) ¢ 
Club, Hiono 
Oro Opn ALM ICA SOCIETY 
President: Dr. Ralph W. Pugmire 
secretary: Dr. Orson W V hit | Medi Arte B ling. Salt Lake City. Utah 
lime ind MET 1} Mor ol cl i? 1 asf t} lemple, Salt 
| L'ISIA a My ISSIPPI (OPMTHALMO! ICA Ar ny ARY IC AI SOCTETY 
President (,arland Wall 
Secretary: Dr. Edley H. Jone 101 Washington Street, Vicksburg, Miss 
lime and Place April 14, 1956, Edgewater Gulf Hotel, Edgewater Park. Mi 
NASSAU OPH THALM: ICA ~ reTy 
President rank (,reer 
Secretary: Dr. kugene |. Buckley, 1431 Fulton Avenue Hempstead 
lime and Plac: ecot month at various plac: 
New Fwota (OPHTHALM 
President: Dr. Merrill J ing 
Secretary: Dr. Kar! Riemer, 403 Commonwealth Avenue, Boston, Mas 
Time and Place: Third Wednesday of each month, November through April. Massachusetts Eye 
Infirmary 
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New Sociery 
President: Dr. Charles I. Johnson 
Secretary: Dr. Burton E. Lovesey, 15 West Central Street, Natick, Mass. 
Time and Place: Three times a year, Massachusetts Eye and Ear Infirmary, 243 Charles Street, Boston, Mass. 


Paciric Coast Oro-OPHTHALMOLOGICAL Society 
President: Dr. Lester T. Jones 
Secretary: Dr. John F. Tolan, 3419 47th Ave. N.E., Seattle 5, Wash. 
Time and Place: April 15-19, 1956, Phoenix, Ariz 


Sacinaw ACADEMY OF OPHTHALMOLOGY AND OTOLARYNCOLOLY 
President: Dr. A. J. Cortopassi 
Secretary: Dr. Arno Weiss, 308 Eddy Bidg., Saginaw, Michigan 
Time and Place: 6:50 p.m. every second Tuesday of each month, except summer months. Bancroft Hotel 
Saginaw 


Sroux Vattey Mepicat Soctety 
President: Dr. T. H. Willeockson — 
Secretary-Treasurer: Dr. Sidney F. Becker, 603 National Bank Bldyg., Sioux Falls, S. D. 


SouTHEeRN Mepicat Association, SecTion ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Dr. Lyle M. Sellers 
Secretary: Dr. G. S. Fitz-Hugh, 104 Market Street, Charlottesville, Va 
Time and Place: November, 1955, Houston, Texas 


Tipe WATER OPUTHALMOLOGICAL AND OTOLARYNGOLOGICAL Society 
President: Dr. George G. Hankins 
Secretary: Dr. J. G. Sellers, 413 Medical Arts Building, Norfolk, Va. 
Time me | Place: Quarterly. Norfolk Yacht and Country Club 


Wisconsin-Uprer Micuican Society of OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Otis M. Wilson 
pperetary ' Dr. G, L. MeCormick, 650 South Central Avenue, Marshfield. Wis. 


Time and Place: September 10 and 11, 1955, Eagle River Resort, Eagle River, Wisconsin 


STATE 


ALABAMA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. David McCoy 
Secretary: Dr. Frank S. Moody, 501 Medical Arts Building, Birmingham, Ala. 


ARKANSAS Mevicat Society, Eye, Ear, Nose ann Turoat Section 
President: Dr. K. W. Cosgrove 
Secretary: Dr. Max F. McAllister, 18 E. Dickson, Fayetteville, Ark 


CALIFORNIA Menpicat Association, Eye, Ear, Nose ano Turoatr Section 
Chairman: Dr. Robert N. Shaffer 
Secretary: Dr. Channing Hale, 174 Nehama, Pomona, Calif 


COLORADO OPHTHALMOLOCICAL SOCIETY 
President: Dr. Katherine Chapman 
Secretary lames ¢ Strong, 227 Sixteenth St... Denver, ( olo 
Time and Place: Third Saturday of each month, September to May, at Colorado Medical Center, Denver 


COLORADO Sor reTy 
President: Dr. D. F. Page 
Secretary: Dr. Sidney H. Fieman, 1612 Tremont PI., Denver, Colorado 
birst Saturday of each month 


Connecticut State Mepicar Society, Eve, Ean, Nose ano Turoat Section 
Chairman: Dr. Sherburne Campbell 
Secretary-Treasurer: Dr. Max Alpert, Professional Building, 881 Lafayette Street, Bridgeport, Conn. 


Socrevy OF ano OTOLARYNGOLOGY 
President: Dr. Charles W. Boyd 
Secretary: Dr. Kenneth S. Whitmer, 550 Brickwell, Miami, Fla. 
Time and Place: Annual meeting, April 1956, Miami Beach, Fla 


(sEORGIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Alton V. Hallum 
Secretary: Dr. W. P. Rhyme, 403 Broad Avenue, Albany, Ga 


INDIANA ACADEMY OF AND OTOLARYNGOLOGY 
President: Dr. P. Clark 
Secretary: Dr. John J. Flick, 1443 N. Pennsylvania Street, Indianapolis, Ind 
Time: Annually in May 


_ Lowa ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. { A. Thorson 
Secretary: Dr. William C. Huffman, University Hospitals, lowa City, lowa 


Kansas State Mepicat Society, Section on OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr, George F. Gse 
Secretary: Dr. David P. Trimble, 2nd Floor, Gazette Bldg., Emporia, Kan. 


Massacnusetrrs Menicat Society, Secrion on OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Dr. Edwin B. Dunphy 
Secretary: Dr. John FE. McKeigue, 403 Commonwealth Avenue, Boston 15, Mass 
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MIcHIGAN State Mepicat Society, Section ON OPNTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Dr. J. E. Croushore (Otolaryngology) 
Co-Chairman: Dr. C. Gemeroy (Ophthalmology) 
Secretary: Dr. R. W. Teed, 215 South Main, Ann Arbor. Mich (Otolaryngology ) 
Co-Secretary: Dr. F. B. Heckert, 1105 Bank of Lansing tuilding, Lansing, Mich. (Ophthalmology ) 


Micuican Triotocicat Society 
President: Dr. R. Wallace Teed 
secretary: Dr. Anthony D. Calomeni, 309 Seymour Avenue, Lansing, Mich 
Lime and "lace i year in different cities 


MINNESOTA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr, Frank Adais 
Secretary: Dr. Karl Sandt, 1750 Medical Arts Building, Minneapolis, Minn 
lime and Place second hriday ot each month \lternating Minneapolis and St. Paul 


MONTANA Acabemy or Oro-OPHTHALMOLOGY 
President: Dr J. Hammerel 
Secretary: Lh imes LD). Morrison, 28th Street & Poly Boulevard, Billings, Mont 
lime and Plac« Annual meeting September 15 to 17, 1955, Bozeman, Mont. 


NEBRASKA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Pre sident Lor } K ox 
Secretary-lreasurer: Dr. Paul L. Peterson, 702 Sharp Building, Lincoln, Neb 
lime and Place May, 1456, Lincoln 


AcabEeMY OF Mevicine or New Jersey, Section on Eye, Ear, Noss ann Turoat 
Chairman: Dr. Francis J. Grant 
Secretary: Dr. William A. Sturman, 219 South Harrison Street, East Orange, 


N. J. 
Time and Place 8:4 p.m., second Monday of the month, October to May. The Academy of Medicine 
91 Lincoln Park, South, Newark . 


New Jersey Society oF OPmTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. James S. Shipman 
Secretary: Dr. Albert F. Moriconi, 438 Hamilton Avenue, Trenton 9, N. | 


SOCTERTY New Jewsey, N COPMTILAL Me 
( hairman loseph K Weeimtrob 
secretary john Scilleri, 660 lroadway, Vatterson N 
Place: Atlantic City, N. 


ARYNGOLOGY 


New Jersey Society 
President: Dr. George P. Meyet 
Secretary: Dr. Charles bk. Jaeckle, 136 Evergreen Place, East Orange, N. J 


New Mexico Oru THALMOLOGICAL Society 
President: Dr. Howard B. Peck 
Secretary: Dr. J. A. Dillahunt, 106 Girard S.E., Albuquerque, N. M 
Time: Meetings four times a year 


NortH CAROLINA Eve, Ear, Nose ano Turoatr Society 
President: Dr. George B. Ferguson 
Secretary: Dr. James D. Stratton, 1012 Kings Drive, Charlotte, 
Time and Pla c September 12, 13, and 14, 19 , Columbia, S. ¢ 


OREGON ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Merrill Reeh 
Secretary: Dy Ralph N. Westtall, 601 Medical Arts Building. Portland 
‘Time and Place Fourth [Tue day ih month lien lhiele faurant 


tore 


PENNSYLVANIA ACADEMY OF OPHTHALMOLOGY AND Oro! ABRYNGOLOGY 
President: Dr. H. Delancey 
Secretary: Dy lamiel S. DeStio, 1006 Highland Building, Pittsburgh 6, Pa 
SOUTH CAROLINA SOCIETY OF OPHTHAIMOLOGY AND (OTOLARYNGOLOGY 
President: Dr. Jewell W. Mclean 
Secretary Dr. Roderick Macdonald, 330 bast Main Street, Kock Hill. S. ¢ 
lime and Place: September 12, 13, and 14, 1955, Columbia, S. ¢ 

STATE ACADEMY OF COPHTHALMOLOGY aNd OTOLARYNGOLOGY 

bre sacle nt 
secretary 210 llayes Street, Nashville, lenn 
lime and Place: April, 1956, Memphis, Tenn 


SOCIETY OF OPHTHALMOLOGY AND UOTOLARYNGOLOGY 

President: Dr. A. E. Jackson 
Secretary: Dr. Gatlin Mitchell, 1604 Medical Arts Building, Fort Worth, Texas 
Time and Plac: December 2 and 3, 19 (,alveston, Llexas 

VIRGINIA SocretTy OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Howard L. Mitchell 
Secretary Maynard Smith, 600 Professional Building, Kichmond. Virginia 
lime and Place Nove mber December Z, 19 hmond., Va 


WASHINGTON State Mevicat Association, SECTION ON OPHTHALMOLOGY aND OTOLARYNGOLOGY 
President: Dr. Walter C. Cameron 
Secretary-Treasurer: Dr. Claude K. Miller, P.O. Box 1627, Wenatchee, Wash 
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West Vimcinta AcaADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Ben W. Bird 


Secretary-Treasurer: Dr. Frederick C. Reel, 404 Medical Arts Building, Charleston, W. Va. 


Wis ONSIN MICHIGAN Society OF OruTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Otis M. Wilson 


Secretary: Dr. G, L. McCormick, 6505 Central Avenue, Marshfield, Wis 


LOCAL 


Akwon ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. F. Johnson 
Secretary: Dr, John Scuderi, 145 W. Portage Trail, Cuyahoga Falls, Ohio 
Time and Place: 6:30 p.m., first Monday in month. Akron City Club 


ALTA CALIFORNIA OPNTHALMOLOGIC Society 
President: Dr. Yale Brody 


Secretary: Dr. Robert L Alexander, 1127 Eleventh Street, Sacramento, Calif 
Time and Place: Monthly from September to May, Sacramento, Calif. 


ALumMN! Association New Yorwk Eve anno Ear Invinmary 
President: Dr. Webb Chamberlain 
Secretary-Treasurer: Dr. Joseph Krug, 988 Fifth Avenue, New York, N. Y. 
Time and Place: Annual Spring Meeting each year in April. New York 


ATLANTA Eve, Ear, Nose ann Turoat 
President: Dr. Buford O’Neal 
Secretary-Treasurer: Dr. Nathan I. Gershon, 727 W. Peachtree St. N.E., Atlanta 3, Ga. 
Time and Place: Fourth Monday of each month except December, Academy of Medicine 


Bartimore City Mepicat Society, Section 
Chairman: Dr. Frederic M. Reese 
Secretary: Dr. Herman K. Goldberg, 807 Cathedral Street, Baltimore 1, Md 
Time: Third Thursday of November, January and March 


| BALTIMORE Nose Turoat Society 
Chairman: Dr. Albert Steiner 
Secretary: Dr. Walter E. Loch, 


1039 N. Calvert Street, Baltimore, Md 


Eyer, Ear, Nose ano Turoat 
President: Each member, in alphabetical order. 
Secretary: Dr. David A. McCoy, 501 Woodward Building, Birmingham, Ala. 


Time and Place: 6:30 p.m., second Tuesday of each month, September through April. THE CLUB—Top 
of Red Mt., Birmingham 


Boston City Hosritat AURAL AND OruTHaALMIc Society 
President: Dr. B. Riseman 
Secretary: Dr. Arthur Gorney, 14 Charlespate West, Boston, Mass. 
Time and Place: Annual meeting in March, Boston City Hospital 


BROOKLYN OPNWTHALMOLOGICAL SOCIETY 
President: Dr. Donald E. Swift 
Secretary: Dr. Nicholas P. Tantillo, 1 Hanson Place, Brooklyn 17, | y 
Time and Place: 8 p.m., third Thursday in October, December, February and April. Medical Society of 
the County of Kings, 1313 Bedford Avenu: 


BUPPFALO OvuTHALMOLociIc CLUP 
President: Dr. Meyer H. Riwchun 
Secretary: Dr. Elizabeth VP. Olmsted, 568 Lafayette Avenue, Buffalo 22 
lime and Plac« Second Thursday of each month, October through M 


CEeENTRAL Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. George Woodruff 
Secretary yr. Clarence A. Fleischli, 415 S. 7th St., Springfield, LI 


Centrat New Yorw Eve, Ear, Nose ann Turoat 
President: Dr. James L. McGraw 
Secretary: Dr. George A, Sisson, 7135 FE. Genesee St., Syracuse, N. \ 
lime and Place Quarterly Lniversity Club, Syracuse, N. yY. 


CHATTANOOGA AND Hamitton County Eve, Ear, Nose ano Tukoat Society 
Chairman and Sccretary: Dr ¢ H. Alper, 602.606 Georgia Avenue, Chattanooga, Tenn. 
Time and Place: 6:30 p.m., third Thursday in each month, October through May. Mountain City Club 


Curcaco LaARYNGOLOGICAL AND OTOLOGICAL SOCIETY 
President: Dr. Norman Leshin 
secretary: Dr. Stanton A. Friedberg, 122 S. Michigan Avenue, Chicago 3, Ill. 
Time and Place: First Monday of each month, Drake Hotel, Chicago, Ill 


CutCAGO OPMTHALMOLOGICAL SOCIETY 
President: Dr. Damiel Snydacker 
Secretary-Treasurer: Dr. Frank W. Newell, 950 E. 59th St., Chicago 37, III 
Time and Place: 7:30 p.m., third Monday of each month, October to May. Chicago-Illini Union, 715 
S. Wood Street 


INCINNAT! CLus 
Executive Committee: Dr. Donald J. Lyle, Dr, Charles K. W. Ascher, Dr. Barnet R. Sakler 
Secretary: Dr. Josef D. Weintraub, 715 Provident Bank Building, Seventh and Vine Streets, Cincinnati, Ohio 
Time and Place: First Wednesday night of month, November through May. Vernon Manor Hotel 
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DIRECTORY OF SOCIETIES 


CINCINNATI OTOLARYNGOLOGIC SOCTETY 


President: Dr. Joseph Filger 
secretary Dr. Edward 1 luler, 4140 Hamilton Avenue, Cincinnalr 


CLEVELAND CLUB 
President Dr. Roscoe Kennedy 


e Secretary: Dr. Russell J. Nicholl, 10511 Carnegie Ave., Cleveland 6, Ohio 
Time and Place: Four meetings 4 yeat University Club, Cleveland (ohio 
CLEVELAND OTOLARYNGOLOGICAI Cius 


President: Dr. Irving 1. Cramer 


i Secretary-Treasurer: Dr William F. Hulse, 1314 Hanna Bldg., ©i veland 15, Ohto 
M OPHTHALMOLOGICAL AND UTOLARYNGO! ICAL SOCIETY 
President: Dr. Vernon D. Stephens 
s Secretary: Dr. Trent W smith, 327 1 State Street. Columbus 15, Ohio 
‘ Time and Place: First Monday of mor th October through May, University Clul 
Cnrist: Eve, Ear, NoSt ANI TuMROAT SOCIETY 


President: Dr. T. P. 
secretary Treasuret loseph A Abbe 199 Palmero, Corpu (Christi, lexas 


and Plac: p.m first Weel day of month, September through May Nueces Hlotel 
as ACADEMY C)PHTHALMOLOGY ANI (YTOLARYNGOLOGY 

x President: Dr. M. F. Waldman 


Secretary: Dr. M. Ray Harrington, 4317 Oak Lawn, Dallas, Texas 


Des Motnes ACADEMY OF OPHTHALMOLOGY AND ()TOLARYNGOLOGY 
President: Dr. Walter Kirch 
Secretary: Dr. R. R. Updegraff, 616 Bankers Trust Building, Des Moines, lowa 
lime and Place: 6:30 p.m., fourth Monday of ea h month, October through May Des Moines (lub 
THALMOLOGICAL CLUB 
Secretary: Dr. Frederick A. Lauppe, 15” David Whitney Building, Detroit 26, Mich 
Time: Each month, Novembe! through April 


Derrortr OrHTHALMOLOGICAL SOCIETY 
President: Dr. Arthur P. Wilkinson 
Secretary: Dr. J. Conrad (emeroy, 664 Fisher Building, Detroit 2, Mich. 
Time and Place: Fourth Thursday of ea h month, November through April, Harmoine Club, 267 E. Grand 
River, Detroit, Mich 


COTOLARYNGOLOGICA! SocierTy 
President: Dr. Delmar Weaver 
secretary Lvle Wageoner, 404 David Whitney Bldg., Detrort, Mich. 
lime and Pla lhird Wed day of each month, David Whitney Hous 


SECTION ON OPHTHALMOLOGY OF THI MenicaL SoOcretTy OF THE District or 
President: Dr. Robert L. Norment 
<-cretary. Dr. Robert E. du Prey, 1150 Connecticut Ave., N. W., Washington, D. ¢ 


Time: Second Tuesday every other mont 

SECTION ON OTOLARYNGOLOGY OF THE Merpicat Society or THe District oF Co_LUMBIA 
Chairman: Dr. Willard B. Walters 
Secretary: Dr. Russell Page, 1835 I Street, N.W., Washington, D.C. 
lime and Place hird Tuesday, alternating months. Army and Navy Club 

OpuHTHALMOLOGICAL SOCIETY OF THE Fast Bay 

President: Dr. Jay 
Secretary: Dr. Ernest Hessing, 483 3%th Street, Oakland 9, Calif 
Lime Four times a year 


Fastern New Eve, Ear, Nose And Turoat Association 


President: Dr. gone A. Cetnet | 
Secretary: D1 rank C. Furlong, 713 Union Street, Schenectady, N. ¥ 


Fort Wortn Eve, Ear, Nose anv Turoat Society 
President: Dr. William Skokan 
Secretary: Dr. W P. Anthony, 708 Medical Arts Building, Fort Worth 2, Texas 
lime and Place: 6:30 p.m., first Friday of ea h month. St. Joseph's Hospital 


Geeater Miami Eve, Ear, Nose ano Titroat Society 
President: Dr. Ralph Kirsch 
Secretary: Dr. James H Mendel, Jr., 7241 Red Road, Miami, Fla 


and Place: Quarterly—-February, May, October and December at Seven Seas Restaurant 


Time 


Houston Acapemy oF MEDICINE, OrnTHALMOLocicaL and OT0-LARYNGOLOGICAT Section 
President: Dr. Claude C. Cody, Ii! 
Secretary: Dr. George M. tampbell, 1107 Hermann Professional tuilding, Houston 25, Texas 
Time and Place Second Thursday of each month, October through lune. Houston Academy of Medicine 
Library Building 


Eye, Ear, Nose TH roat SOCIETY OF Hupson County 
President: Dr. Sidney Boyer 
secretary: Dr. Alfonse Cinott, 4285 Hudson Boulevard, Jersey City, N. J 
Time and Place: Second Monday of each month, Jersey City Medi al Center 


INDIANAPOLIS OPHTHALMOLOGICA! ann 
President: Dr. Russell A. Sage 
Secretary: Dr. Lewis FE. Morrison, 603 Hume Mansur Building, Indianapolis 4, Ind 
Time and Place: 6:30 p.m., second Thursday of winter months, Indianapolis 
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Kansas City Society of OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. William B. Barry 
Secretary: Dr. Dick H. Underwood, 1102 Grand Ave., Kansas City 2, Mo = 
Time and Place Third Thursday of the month, November through May Usually at either Kansas City 
General Hospital or Kansas University Medical Center 


| Lone Beacw Eve, Ear, Nose ann Turoat Society 
President: Dr. Sol Ludmerer 


Secretary: Dr. George Zugsmith, 529 W. &th Street, San Pedro, Calif. 
lime and Place: Third Wednesday of every month September to May. Seasi Memorial Hospital! 


Los ANGELES Joumnar ¢ 
President: Dr. Arthur 8S. Gray 


Secretary-Treasurer: Dr. {econ M. Kline, 3761 Stocker Street, Los Angeles 8, if, 
Time and Place: Second Monday of each month. Los Angeles County Medi al Building 


Los ANGELES OPHTHALMOLOGICAL SocreTy 
President: Dr. Deane C. Hartman 
Secretary: Dr. Daniel BE Esterly, 104 North Madison Avenue, Pasadena 1, Calif. 
Time and Place: First Thursday of each month, September through June. Los Angeles County Medical 
society Building, 1925 Wilshire Boulevard 


Los Ancetes Society or AND OTOLARYNGOLOGY 
President: Dr Robert A. Norene 
secretary Treasurer: Dr. Leland R. House. 453 South Soto Street, Los Angeles 33, Calif. 
Time and Place: 6:00 p.m., fourth Monday of each month, September through May— Otolaryngology Section. 
6:00 p.m. first Thursday of each month from September through May-—-Ophthalmology Section. 
Los Angeles County Medical Association Building, 1925 Wilshire Boulevard 


Lovuisvitte Eve Ear Society 
President: Dr. ore! h J. Wynn 
Secretary: Dr. R A en Boles, 808 Heyburn Building, Louisville 2, Ky 
Time and Place: Dinner meetings at 6:30 p.m. on the second Thursdays of alternate months, 812 S. Second 
Street, Louisville, Ky. 


Mempuis Society of Orn AND OTOLARYNGOLOGY 
Chairman: Each member, in alphabetical order 
Secretary: Dr. Roland H. Myers, 1720 Exchange Building, Memphis, Tenn 
Time and Place: 8:00 p.m., second Tuesday in each month, September through June. Memphis Eye, Ear, 
Nose and Throat Hospital. 


Mitwaukee Society 
President: Dr. Erwin E. Grossman 
secretary: Dr. Howard V. Morter, 1714 E. Capitol Drive, Milwaukee, Wisconsin 
Time and Place: 6:00 pm., fourth Tuesday of each month, October through May, University Club 


Montcomery County Mevicat Society, Section on Eve, Ear, Nose ann Turoat 
President: Dr. Robert A. Bruce 
Secretary Treasurer: Dr. L. N. Shroder, 144 West Fourth Street, Greenville, Ohio 
Time and Place: First Tuesday of November, February, March and May. Dayton Country Club 


Nastivitte AcADEMY OF OPN THALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Thomas Bryan 
Secretary: Treasurer: Dr. Philip L. Lyle, 340 Building, Nashville, Tent 
Time and Place: Third Monday evening of month, October through May. eenes Robertson Hotel 


Yorn Acavemy or Mepicine, Section On OPnTHALMOLOGY 
Chairman: Dr M Mi Lean 
Secretary: Dy oseph Laval, 136 EF. 64th Se , New York, N. Y. 
Time and Place: 8:1 mM, third Monday of the month, New York Academy of Medicine, 193rd St. and 
rifth Ave., N. 


New York Acapemy or Mepicine, Section ON OTOLARYNGOLOGY 
Chairman: Dr. DeGraaf Woodman 
Secretary: Dr. Otto C, Risch, 104 East 40th Street, New York 17, N. Y. 
Time: Third Wednesday of each month 


New Society ror 
President: Dr, Frederick H. Theodore 
Secretary: Dr. Leon H. Ehrlich, 211 Central Park West, New York, 24 Be 
Time and Place: First Monday of the month, at 8:00 p.m., New York Ac 2 et of Medicine 


OKLAHOMA City AcapgMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Clifford J. Blair 


Secretary: Dr. Richard Wyrick, 812 Medical Arts Building, Oklahoma City, Oklahoma 
Time and Place: First Tuesday of each month. University Hospital, 800 Northeast 13th Street, Oklahoma 
City 


Omana Eve, Ear, Nose ann Turoat Society 


President: Dr. O'Neil 
yr. 


Secretary-Treasurer Stanley M. Truhisen, 1500 Medical Arts Building, Omaha, Neb. 
Time and Place: Dinner meeting third W ednesday monthly, October to May. Omaha Club 


CoLLeck or Puysicians or Section on 
Chairman: Dr. Edmund B. Spaeth 


Clerk: Dr, William FE. Krewson, 3rd, 1930 Chestnut Street, Philadelphia 3, Pa. 


Time and Place: 8:15 p.m., third Thursday of every month, College of Physicians 
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DIRECTORY OF SOCIETIES 


PHILADELPHIA County Mepicat Society, Eve Section 
Chairman: Dr. Wilfred E. Fr 


secretary: Dr. Thomas H. Cowan, 1930 Chestnut St ; walladelphie, Pa 
lime and Place First Thursday of each month (lctober ti pri, Vhiladelphia ¢ ounty Medical 


Society Bidg. 


PHILADELPHIA LARYNGOLOGICAL 
President: Dr. Wiiliam J. Hitschler 
Secretary: Dr. Joseph P. Atkins, 3400 Spruce Street, Philadelphia, Pa. c/o U. of P Hospital. 
lime and Place: 8:30 p.m., frst Tuesday of month, October through May, College of Physicians Building 


PiTTssuRGH ACADEMY oF Mepicing, Section on OPMTMALMOLOGY 
President: Dr John S. Plumes 
secretary: Dr. Samuel D, Evans, 1501-2 Park Buil ling, Pittsburgh 22, Pa. 
lime and Place: 8:00 p.m., fourth Monday of each month, October through May. Pittsburgh Academy, 
$322 North Craig Street 


PITTSH#URGH OPH THALMOLOGICA! SOCIETY 
President: Dr. Fred Larimor: 


Se retary: Dr. Gertrude jaldwin, (;reensburg, Pa. 
lime and Place: 8 p.n fourth Monday of month. Mittsburgh, Pa 


Oro! ICAL SOCIETY 
President: Dr. Louis | Friedman 
secretary: Dr. John Di kinson, Mercy Hospital, Pittsburgh, Pa. 
lime: Quarterly 


S \CADEMY OF OPH THALM A Lary 
President: Dr. William Ht. Ludwig 
secretary Wil ird 12] bourtl \ nu seatt W asl 
Dim. ind Place bhird buesday of « mn except lune. \ugust, Decembe ind January, usually 


Reavinc Eve, Ear, Nose ann Turoat SOCIETY 
President: Dr. C. W. Hancox 
Secretary: Dr. lames H Parker, Jr., 238 N th St., Reading, Pa. 


Time and Place: Third Wednesday of ea h month, September through June (dinnes meetings). Wyomissing 
Club 


Ni 
Vresident: Dr. Julius C. Hulcher 
secretary: Dr, Charles N. Romaine, 1001 West Franklin Street, Richmond 20, Va 
Time and Place: First Tu: sday of January, March, May and October. Commonwealth Club 


Vircinia, Eve, Nose ann Turoat SOCIETY 


‘ 


>t. Louis County Mepicat Society, Section on Lye, kaw, Nose ann Turoat 
Chairman: Dr. J. C. O'Neill 
secretary: Dr. J, H. Leek, 205 W. Second St., Duluth, Minn, 
lime and Place Second Dhursday Ol every month, at St Mary sor St. Luke's hHiospital, Duluth, Minn 


Ear, Nose ano Turoat Crus oF St. Louis 
Chairman: Dr, Robert E. Votaw 
Secretary: Dr Harry N. Glick, 1504 South Grand Boulevard, St. Louis 4, Mo. 
lime: Third Wednesday in November. fanuary, March and May at 6:30 p.m. 


ST. Louis Society 
President: Dr james H, Bryan 
Secretary "hy ip | Sh ihan., O8 North (,rand Ave St. Louis Mo 
lime and Place pm., fourth Thursday of each month. October to April, aceprt December, Park 
Piaza Hotel 


SAN ANTONIO Society OF OPHTHALMOLOGY AND (OTOLARYNGOLOGY 
President: Dr. George B. Moore, Jr. 

Secretary: Dr. Groom B. Milburn, 1617 Nix Professional juilding, San Antonio, Texas 
Time: Third Tuesday of each month, September through May 


SAN Disco County Society 
l’re lor Wayne Monsees 
Secretary: Dr. A. Bh. Root, 3315 Fourth Avenue, San Diego 3, Calif 
| 


SAN Francisco County Mepicat Society, Eve Section 
Chairman: Dr. Robert N Shaffer, 490 Post Street, San Francisco, Calif, 
Secretary: None 
ime and Place: Last Tuesday of each month February, April, September and November, San Francisco 
County Medical Society Building 


SAN FRANCISCO (OP UMTHALMOLOGICAI RouND 
President: Dr. Robert N. Shaffer 


secretary: Dr, Albert Brinckerhoff, 490 Post Street, San Francisco, Calif 
lime and Place San Fran isco, three times a year 
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Sroxane Acavemy OF OPHTHALMOLOGY OTOLARYNGO"OGY 
President: Dr. Randall W. Henry 


Secretary: Dr. Robert C. Maher, 512 Medical Center Building, Spokane 4, Wash. 
Time and Place: 8:15 p.m., fourth Tuesday of each month, Paulsen Library Dentral Building 


Cativornia Eve Crus 
President: Dr. Theodore Holstein 


Secretary: Dr, John Berg, 436 Medico-Dental Bldg., Sacramento 14, Calif. 
Time: Every third Thursday, cight months of the year 


Totepo Eve, Ear, Nose ano Turoat Society 
President: Dr. L. Reed Crammer 


Secretary: Dr, Henry Drake, 316 Michigan Avenue, Toledo, Ohio 
Time and Place: Second Tuesday of each month, Toledo Club 


Western Pennsyivania Eve, Ear, Nose ann Turoat Society 


Secretary Faced oth Dr, , Murdock, 28% West Scribner Avenue, DuBois, Pa. 
lime and Place: th F 2 Third Thursdays of April and October. October meeting in Indiana, Pa. 


OrwHTHALMOLOGICAL 
President: Dr. Charles J. Kistler 


Secretary: Dr. Albert Abbott, 203 E. Green Street, Nanticoke, Pa. 


lime and Place: Last Tuesday of each month, October through May, except December. Luzerne County 


Medical Society Library, 130 South Franklin Street, Wilkes- arre, a. 
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AVAILABLE SUPPLIES 


MANUALS 
Price 

RETINAL DETACHMENT, H. Arruga, et al........ 
OCULAR SURGERY, Conrad Berens and Michel Loutfallah ea ad 1.00 
CATARACT TYPES, F. Condes ..cccccces .. 1.00 
SLIT LAMP BIOMICROSCOPY, E. Goar, et al... 
OUTLINE OF NEURO-OPHTHALMOLOGY, P. J. 
DESCRIPTION OF THE ORBIT, McCotter, Fralick, Henderson.........++++. 1.00 

UCOMA, Samuel J. Meyer. 
THE INTERPRETATION OF VISUAL FIELDS, C. W. Rucker............ 1.00 
DISTURBANCES OF OCULAR MOTILITY, Richard G. Scobee............ 1.00 
REFRACTION, Daniel Snydocker and Frank W. Newell. 1,00 
EXTRINSIC EYE MUSCLES, H. Saul Sugar......... 
PRINCIPLES OF OTOLARYNGOLOGIC PLASTIC SURGERY, Oscar J. Becker. oo tee 
RADIOGRAPHIC ANATOMY OF THE TEMPORAL BONE, J. Brown Farrior... 1.00 
EXAMINATION OF THE LABYRINTH IN RELATION TO ITS 

PHYSIOLOGY AND NONSUPPURATIVE DISEASES, 

W. J. McNally and E. A. Stuart...... sens 
NONSURGICAL COMPLICATIONS OF OTOLARYNGOLOGIC SURGERY, 

MONOGRAPHS 

HELPFUL HINTS FOR HANDLING THE HEARING HANDICAPPED, 

Gordon D. Hoople et al..... 


HEARING TESTS (Revised), Arthur L. Juers.......ccccccccccccecescee O25 
THE EMBRYOLOGY OF THE EAR, NOSE, AND THROAT, 

STRABISMUS: A SYMPOSIUM, ©, 0.50 
REFRACTION DIFFICULTIES (Revised) 


ABSTRACTS 


Each set contains the available outlines ond briefs of instruction 
courses os presented ot Academy meetings. Unbound. 


Otolaryngology: 1952 seer 3.00 
1953 4.00 

TRANSACTIONS 

Subscription: Per yeor, bimonthly publication 00600 


BOUND VOLUMES 


Transactions: 
Records of meetings held 1917 through $1.50 
Vol. 55 (1951) through Vol. 58 5.00 
Tonometry—Torography, Decennial Report (Bound) . peeeone 3.00 


SEND ORDER WITH REMITTANCE TO 


W. L. Benedict, M.D. 
100 First Avenue Building 
Rochester, Minnesota 
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Infections 


TO URFACE... * DISSOLVES NECRO 


TISSUE 


* DRA 
DEODOR 


Glycerite of: Hydrogen Peroxide 


ty 


Clinical studies concerned with the use of 


Bl ag or au Glycerite of Hydrogen Peroxide in the treatment of 
5, 946. chronic purulent otitis media demonstrated seventeen 
“26 2 1947. of twenty-nine patients in complete remission in 14 
We. 36 556 1946. days and the remainder by the 38th day. The pa- 
New ~_ a 468 1946. tients studied presented conditions existent for pe- 
Annals of , og riods of 2 weeks to over 40 years. Previous treat- 
J. A. Ph., A., (Sc. Ed.) ment by the usual therapeutic means, including 
| 1948: tyrothricin or penicillin, was ineffective in all 
cases. 
Constituents: 


Hydrogen Peroxide 1.446%, Urea (Carbamide) 2.554%, 8-Hydroxyquinoline 0.1%. 
Dissolved and stabilized in substantially anhydrous glycerol...q.s. ad. 30cc. 


Available on prescription in one-ounce bottle with dropper. 
Administration: One-half dropperful two to four times daily. 


Inte_nationad PHARMACEUTICAL CORPORATION 


1112 BOYLSTON STREET, BOSTON 15, MASSACHUSETTS 
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